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One of the remarkable advances in modern medicine is the 
introduction of penicillin in the treatment of certain microbial 
infections which had so far remained a difficult problem. 
Although much experience has been gained about the uses and 
effects of this “wonder” drug, our observations in this country 
have been extremely meagre. This is because the drug has 
been released for civilian practice for not more than three 
months and the quantity for such purpose is also not too liberal. 
It is also not accessible to general medical profession except 
under strict control. It 1s for this reason, the writers have 
thought it fit to publish the records of the following few cases 
not with a desire to prove something new or wonderful but 
purely from the point of view of publicity. 

Total number of cases where penicillin was used and 
which remained under the personal observation of the writers 
are fourteen only. Out of them, cight cases were patients 
admitted into the Medical College Hospital, Calcutta, and six 
were private patients. In using the drug, every attempt has 
been made to determine the bacteriology of the disease and to 
employ the standard technique for its administration. This is 
as follows; one ampoule containing 100,000 units in powder 
form is dissolved in 20 c.c. of sterile normal saline thus getting 
a concentration of 1 c.c. equal to 5,000 units. 4 c.c. of this solution 
is injected intramuscularly as the first dose and subsequently 
3 c.c. every three hours punctually and without a break. During 
this course of treatment, the penicillin solution was kept 
either in a frigidaire or in an iced thermoflask. The syringe 
employed for the injections was boiled or when sterilized with 
alcohol was rinsed thoroughly with sterile normal saline. 


MENINGITIC Group OF CASES 

The writers have employed penicillin in 6 cases of 
meningitis. 

Total number of meningitis cases were 6 of which primary 
pneumococcal meningitis was 2, secondary pneumococcal menin- 
gitis 1, primary meningococcal meningitis 1 and (7) primary 
meningococcal meningitis 2. 

Case 1—Hindu male, 12 years old, admitted into the 
hospital on 19-1-45 with all the classical symptoms and signs of 
meningitis of 24 hours duration, temperature 102°F, P/R= 
116/20 perminute. Blood examination: Hb. 70 per cent. Leuco- 
cytes 21,250 per cmm. Polymorphonuclear neutrophiles 86 per 
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cent. No malarial parasites detected. Lumbar puncture: thick, 
turbid fluid which showed on examination many pus cells and 
gram positive diplococci. Culture positive. In the absence of 
evidence of infection in any other part of the body, a diagnosis 
of primary pneumococcal meningitis was made. 

Treatment and progress of the case—19-1-45. Penicillin 
treatment started at once according to standard schedule but 
only intramuscular injections were used. 

20-1-45. Condition improved and the patient who was 
unconscious on the previous day, began to respond to simple 
questions. Headache persisted. Temperature normal. Neck 
stiff—Kernig’s sign positive. 

21-1-45. Patient fully conscious but headache persisting. 
Neck stiff—Kernig’s sign positive. 

23-1-45. Lumbar puncture: 18 c.c. of opalescent fluid under 
a pressure of 200 mm. of water withdrawn. Examination 
showed fair number of pus cells and very few pneumococci. 
Patient given full rice diet. 

24-1-45. Condition much improved. Penicillin 
Temp. normal. P/R=80/18 per minute. 
Kernig’s sign weakly positive. ‘No headache. 
of penicillin given 700,000 units. 

26-1-45. Condition satisfactory. No stiffness 
Kernig’s sign negative. Patient walking about. 

31-1-45,. Everything normal. Patient discharged. 

Cast 2—Hindu male, 30 years old, admitted on 31-1-45 
with all the classical symptoms and signs of meningitis of 3 
days’ duration. Blood examination: Hb. 75 per cent. Leucocytes 
27,062 per c.mm. Polymorphonuclear neutrophiles 86 per cent. 
No malarial parasites detected. Lumbar puncture: turbid fluid 
under very high pressure. Examination of the fluid showed 
large number of pus cells and many gram positive diplococci. 
Culture positive. He was completely unconscious and in the 
absence of evidence of infection elsewhere in the body, was 
diagnosed to be a case of primary pneumococcal meningitis. 

Treatment and progress of the case—31-1-45. 2 gm. of 
sodium dagenan given I.V. at once and 4 grms. tablet given 
through a nasal tube. 2 grms. sodium dagenan given I.V. in the 
evening. 

1-2-45. 2 gms. sodium dagenan given I.V. morning and 
evening. Oral and nasal tube administration failed. 

2-2-45. Condition worse; 2 gm. sodium dagenan I.V. 
Restless and very boisterous. 


stopped. 
Neck slightly rigid. 
Total amount 


of neck, 


All attempts to feed failed. 
Lumbar puncture: 10 c.c. of turbid fluid under tension contain- 
ing pus cells and pneumococci. Dagenan administration stopped. 
Total dose given: 4 gm. through nasal tube and 10 gm. 
intravenously. From 12 noon, penicillin treatment started, 
20,000 units given I.V. mixed with 50 c.c. of 25 per cent glucose 
immediately. 2% hours later, 10,000 units repeated LV. 
thereafter, the usual dose of 15,000 units intramuscularly con- 
tinued at 3 hourly intervals. His condition did not improve 
and after getting 85,000 units of penicellin, he expired. 
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Case 3—Hindu male, 35 years old, admitted on 4-2-45 
with all the classical symptoms and signs of meningitis of 3 
days’ duration. Blood examination: Hb. 80 per cent. 
Leucocytes 9062 per c.mm. Polymorphonuclear neutrophiles 
88 per cent. No malarial parasites detected. Lumbar puncture: 
Thick, turbid fluid showing many pus cells but no organisms. 
He was deeply unconscious and was diagnosed to be a case of 
(?) primary meningococcal meningitis. 

Treatment and progress of the case—4-2-45. Penicillin 
“treatment started from the beginning. The first dose of 10,000 
units was given intrathecally with 6 c.c. of sterile saline. The 
subsequent doses of 15,000 units were given intramuscularly at 
3 hourly intervals. 

5-2-45. Patient regained consciousness and could take 
feeds and medicines. Penicillin continued, 3 doses of 15,000 
units being given intravenously and the rest intramuscularly. 

6-2-45. Condition better. Neck soft, Kernig’s sign nega- 
tive, deep and superficial reflexes normal. Temperature normal. 
P/R=80/20 per minute. Headache and restlessness persisted. 
After giving 220,000 units, penicillin had to be stopped as it was 
not available at the time. : 

7-2-45. Patient was then put on M. & B. 693, 4 tablets 4 
hourly and morphia had to be injected for relief of headache 
and restlessness. He had a slight rise of temperature. 

8-2-45 to 10-2-45. Condition better. Temperature normal. 
complaints. M. & B. 693 tablets reduced to 2 tablets every 
4 hours. 

12-2-45. Everything normal except weakness. 
693 reduced to 2 tablets 3 times daily. 

14-2-45. Patient feeling stronger. Taking full rice diet. 
M. & B. tablets stopped. Total dose of M. & B. 693 tablets— 
46 gm. 

19-2-45. Patient was discharged in a normal condition. 

Case 4—A young Hindu male, 18 years old, admitted on 
7-1-45, with signs and symptoms of pneumonia of the right 
lower lobe and a history of continuous high fever for 4 days. 
He was a chronic splenomegalic case with history of fever off 
and on for last 2 years. On admission and 24 hours afterwards, 
his temperature was normal and there was no toxemia. Put on 
full rice diet and alkali mixture with iron. 

9-1-45. Evening. Temperature shot up. Blood examinatioit: 
Hb. 70 per cent. |W. B. C. 8,125 per c.mm. Polymorphonuclear 
neutrophiles 72 per cent. No malarial parasites detected. Put 
on M.&B. 693, 2 tablets stat and every 4 hours. 


16-1-45. Temperature normal. Lung - signs 
M.&B. 693 stopped. Total dose given 74 tablets. Blood 
examination: Hb. 50 per cent. W.B:C. 9375 per c.mm. Poly- 
morphonuclear neutrophiles 80 per cent. Aldehyde and Chopra's 
tests negative. - 

20-1-45. Much better. Lungs—impaired resonance and a 
few moist rales at the right base. 

22-1-45. Had sudden high temperature and the lung 
showed consolidation of right lower lobe again. Put on 
M. & B. 693 orally—2 tablets 4 hourly. 5 cc., 7-5 cc. and 10 
cc. of sterile milk injected in addition on 24-1-45, 26-1-45 ami 
28-1-45 respectively. 

29-1-45. Temperature and lung signs continuing. Patient 
looked toxic and complained of severe headache. Neck stiff. 
Kernig’s sign negative. M.&B. 693 discontinued. Total dose 
given 96 tablets. 

31-1-45. Condition worsened, unconscious. Lumbar punc- 
ture: 18 c.c. of turbid fluid under increased tension withdrawn. 


M. & B. 


persisted. 
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Smear examination showed many pus cells and pneumococci. 
Culture positive. Blood culture negative. Widal negative. 
Again put on M.&B. 693. 

1-2-45. Dagenan sodium 4 gm. given I.V. and 24 tablets 
by mouth. Patient started vomiting. Drug stopped. Developed 
internal squint of the left eye. 

2-2-45. Penicillin started. Intramuscular injections given. 

5-2-45. Condition better. Fully conscious. Temperature 
98°F. P/R=110/25 per minute. Looked emaciated. 

6-2-45. Improvement continued. Neck soft, Kernig’s dis- 
appeared. Squint less. Fully conscious. Penicillin had to be 
stopped as the stock ran short. Total dose given so far 
4,55,000 units intramuscularly. M.&B. 693 tablets started 
again. 

8-2-45. Meningeal signs reappeared slightly. Lumbar 
puncture: 32 cc. of slightly opalescent fluid under high 
tension. Smear examination: a few pus cells but no organisms. 
Culture sterile. 

Meningeal signs gradually disappeared. Lung showed un- 
resolved pneumonia. Temperature normal. No complaints. 
M.&B. 693 stopped. Total dose given this time 60 tablets. 

21-2-45. Progress was steadily maintained. Pneumonia 
underwent gradual resolution. Squint disappeared. 

5-3-45. Patient was discharged. Everything was normal 
except his spleen and liver which remained as enlarged as 
before. 

Case 5—A young Hindu male, 16 years old, was admitted 
on 15-2-45 with symptoms and signs of acute cerebrospinal 
meningitis of 24 hours duration. He had a past history of 
malaria for 4 years and kalaazar 3 years back when he took 
about 12 injections of urea-stibamine. Both his liver and spleen 
were enlarged. He was unconscious. Blood examination: 
Hb. 75 per cent. Leucocytes 11,250 per c.mm. and polymor- 
phonuclear neutrophiles 90 per cent. No malarial parasites de- 
tected. Lumbar puncturc: 15 cc. of turbid fluid, showing 
plenty of pus cells but no organism. Culture sterile. 

Treatment and progress of . the case—15-2-45. Sodium 
dagenan I.V. and M.&B. 693 tablets by mouth in adequate 
doses. 

16-2-45. Lumbar puncture: 8 c.c. of turbid fluid. Smear 
showed pus cells but no organisms. 

17-2-45. As the condition did not show any sign of im- 
provement, sodium dagenan injections and M. & B. 693 by 
mouth stopped. Total dose of sodium dagenan 12 gm. and 
M. & B. 693 28 tablets were given. 

Penicillin was started. 20,000 units 1.V. at 10-30 a.m. and 
12-30 p.m. Thereafter, 15,000 units I.M. at 3 hourly intervals, 
the 6-30 p.m. dose being given I.V. Definite improvement was 
noticed about 6 hours after the start of penicillin. 

18-2-45. Condition better. Neck rigidity slight and 
Kernig’s sign weakly positive. Penicillin continued. 

19-2-45. Much better. Fully conscious, meningeal sigts 
almost gone. Put on solid diet. Herpes appeared on the lips. 

20-2-45. All meningeal signs completely disappeared. Only 
a little temperature persisted. Penicillin continued. 

21-2-45. Excepting fever (102°F) no other abnormality. 
Full diet. Blood for M.P. negative. 

23-2-45. Penicillin stopped. Total dose given 790,000 
units. The patient was running a temperature varying from 
99°F. to 103°F. Widal reaction negative. Aldehyde and 
Chopra tests negative. Put on quinine mixture. 
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1-3-45. Normal temperature after 3 injections of milk on 
24th, 26th and 28th. 


4-3-45. Subsequent course was uneventful and he walked 
out of the hospital cured of meningitis. His liver and spleen 
still remained enlarged. . 


Case 6—Muslim male infant 6 months old, was admitted 
on 20-2-45 with signs and symptoms of meningitis of 3 days’ 
duration. He was having continuous convulsion for the last 
24 hours. Blood examination: Hb. 80 per cent. Leucocytes 
28,128 per c.mm. Polymorphonuclear neutrophiles 64 per cent. 
Lumbar puncture: Turbid fluid showing numerous pus cells 
and many Gram negative diplococci, both extra and intra- 
cellular. 


Treatment and progress of the case—20-2-45. Penicillin 
5,000 units I.M. at 3 hourly intervals. 


21-2-45. Condition same. Continuous convulsion. Conjugate 
deviation of the eves to the right. Lumbar puncture: 
turbid fluid showing many pus cells and meningococci. In addi- 
tion to I.M. penicillin, 5,000 units of the same diluted with 
8 c.c. of sterile saline was injected intrathecally. 


2-2-45. Slight improvement. Convulsions stopped. Only 
slight twitching of the face. Neck rigid. Kernig’s positive. 
Lumber puncture: 4 c.c. of clear fluid withdrawn. Smear 
showed a few pus cells but no organisms. 5,000 units of penicillin 
diluted with 8 c.c. of saline given intrathecally. I.M. penicillin 
injections continued. 

23-2-45. Condition almost the same. Penicillin I.M. con- 
tinued. In addition, sodium dagenan injection and M. & B. 693 
tablet given. The sites of injections on the thighs were swollen, 
indurated and blebs were formed over them. 


26-2-45. Condition improved. (Neck soft. Kernig’s sign 
weakly positive. Penicillin omitted. But sodium dagenan and 
M.&B. 693 tablets continued. Total dose of penicillin 205,000 
units intramuscularly and 10,000 units intrathecally. 


28-2-45. Temperature rose again and the meningitic sign 
* returned. A lumbar puncture showed clear fluid with very few 
cells and no organisms. Another intrathecal injection of 5,000 
units of penicillin was given and intramuscular injection of 
5,000 units every 3 hours started again. Thereafter the 
meningeal signs and general condition showed steady improve- 
ment but the squint and high temperature persisted. No further 
intrathecal penicillin was given, but the intramuscular injections 
were continued without any break. 

23-3-45. M.&B. 693 medication stopped. Total 
4 gm. intravenously and 21 tablets by mouth. 

9-3-45. Penicillin stopped. Meningeal signs were com- 
pletely absent but the temperature and squint persisted. Total 
dose of penicillin given this time was 355,000 units intramus- 
cularly and 10,000 units intrathecally. 

As the temperature did not respond to any treatment, sterile 
milk injections were started and after 4 such injections, the 
fever came down and squint disappeared. 

23-3-45. The baby was now normal and hence discharged. 


dose— 


Pneumonic Group or CASES 


Three cases of pneumonia were treated with penicillin in 
this series, details of which are given below: 


Case 7—A young Hindu male, 24 years old, was admitted 
on 23-12-44 with signs and symptoms of lobar pneumonia 
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of 5 days’ duration. Whole of the right lung showed consolida- 
tion. Also complained of severe pain in abdomen which was 
moderately rigid and tender all over. Blood examination: Hb. 
50 per cent. Leucocytes 16,250 per c.mm. Polymorphonuclear 
neutrophiles 90 per cent. No malarial parasites detected. 


Treatment and progress of the case—23-12-44 to 28-12-44. 
Treatment with M.&B. 693. The base of the left lung was 
also consolidated. He got altogether 72 gms. of M.&B. 693 
tablets. 


29-12-44. As the condition of the patient did not show the 
slightest improvement, M. & B. 693 was stopped and penicillin 
started from 12 noon. At this time, a biood examination showed 
33,125 leucocytes per c.mm. and 90 per cent polymorphonuclear 
neutrophiles. No malarial parasites detected. Widal reaction 
negative and culture sterile. 


30-12-44. General condition slightly improved, temperature 
touched normal but the lung signs remained the same.. 

* 31-12-44. Penicillin had to be stopped as its stock ran short. 
Total dose given 300,000 units. 

2-1-45. His condition again deteriorated, his temperature 
became intermittent. 

5-1-45. Complained of severe pain in abdomen which was 
very rigid and tender. Liver dulness not,obliterated. No fluid 
detected in the abdomen. 


6-1-45. Condition became worse. Put on M.&B. 693 
tablet once more. 


7-1-45. Patient expired. An autopsy examination showed 
consolidation of the whole of the right lung and patchy consoli- 
dation of the lower lobe of the left lung. No evidence of 
peritonitis detected. Culture of heart blood and lung fluid 
showed streptococcus f-haemolyticus. 

Case 8—An adult Muslim male, 30 years old was admitted 
into the hospital on 19-2-45 with signs and symptoms of 
pneumonia affecting the right lower and middle lobes lasting 
6 days. Blood examination: Hb. 70 per cent. Leucocytes 
10,000 per c.mm. and polymorphonuclear netrophiles 86 per 
cent. No malarial parasites detected. 


Treatment and progress of the case—19-2-45. M.&B. 693 
tablets along with routine treatment. 

25-2-45. General condition remained unsatisfactory and the 
pneumonic signs remained the same although the temperature 
was better. After giving 86 tablets of M.& B. 693, the drug | 
was stopped. 

28-2-45. As he was running an intermittent temperature 
again and the lung signs did not improve, an empyema was 
suspected. Exploratory puncture revealed pus showing many 
pus cells and pneumococci. 

2-3-45. Got colitis which was treated with sulfaguanidine. 
17 ozs. of pus was aspirated and 20,000 units of penicillin in 
50 c.c. of sterile normal saline was injected into the pleural 
cavity. 

4-3-45, 26 ozs. of pus aspirated and 20,000 units of penicillin 
in 50 c.c. of sterile normal saline injected into the pleural cavity. 


5-3-45. Developed symptoms and signs of an acute general 
peritonitis. In addition to the usual treatment for peritonitis 
under the direction of a.surgeon, penicillin was injected in doses 
of 20,000 units every 3 hours intramuscularly, 
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6-3-45. Penicillin had to be stopped as the stocks ran short. 

Total dose used 160,000 units only. ‘ 

~10-3-45. Pus was aspirated from peritoneal cavity (600 
c.c.) and also from the pleural cavity (50 c.c.). The peritoneal 
pus showed pneumococci but the pleural pus was sterile. 

14-3-45. The colitis worsensed. Peritoneal drainage was 
done but the patient expired. 

Case 9—This was a private case. A young man who had 
recently suffered from mumps and orchitis, got an attack of 
pneumonia of 3-4 day’s duration. He was put on M. & B. 693 
tablets with the usual treatment, The temperature was better 
but as he started vomiting, the drug was stopped after 3 days 
and penicillin was commenced according to the usual schedule, 
intramuscularly. Altogether 800,000 units of penicillin was 
given but the condition of the patient did not materially alter. 
At this stage, the senior writer was relieved of the case. From 
personal communication, it was known that 1,000,000 units of 
penicillin was used without effect. The patient, however, 
recovered after a protracted illness. 


Drapetic Group or Cases 


Cases 10 AND 11—Both these cases were severe diabetics and 
had been suffering from huge carbuncles on their back. Both 
were running high temperature. One of them about 54 years 
old was treated previously with adequate doses of sulphonamide 
drugs without the slightest benefit. The other case aged 
about 60 did not receive any. The usual routine treatment 
for diabetes and carbuncle having failed, penicillin was 
started. The scheduled 3-hourly intramuscular injections 
in 15,000 units were given. The first improvement which 
was noticed in the cases after 2 to 3 hundred thousand 
units of penicillin was a fall of the temperature which did not 
rise since. Along with the drop of the temperature, the surgical 
state of the carbuncles as well as the diabetic condition im- 
proved rapidly and both the cases subsequently made un- 
interrupted recovery, the total doses used were 700,000 units 
and 1,300,000 units respectively. 


BactertaAL Enpocarpitis Group or Cases 


The writers have in their series 3 cases of this group. 

Case 12—A young Assamese had been running temperature 
for more than 2 months. Before coming under observation, he 
had an embolic attack involving the brain and producing facial 
paralysis, and weakness of the right upper and lower extremi- 
ties. He had also a painful indurated swelling in his left leg. 
Examination revealed an aortic diastolic murmur, marked pallor 
and: the classical. picture in blood and urine. A blood culture 
* showed streptococcus f-haemolyticus. The patient was treated 
with different varieties of sulpha drugs in full doses without 
any definite improvement. Penicillin was started and continued 
up to 600,000 units after which the drug was not obtainable. 
The immediate effect was remarkable. After giving 100,000 
units of penicillin, the temperature broke and touched normal. 
It remained normal throughout the period during which penicillin 
was ‘being continued and the patient's general condition was 
much improved. But within a week of stopping the injections 
the fever began to rise again and in a fortnight, the picture 
was same as it was before: penicillin treatment. The patient 
ultimately succumbed. 

Case 13—This was a very advanced case of bacterial en- 
docarditis involving mostly the aortic cusps. The patient was 
a young Anglo-Indian boy, He was running high intermittent 
pyrexia and was looking very pale. Blood culture showed no 
growth. The clinical picture was classical. Every variety of 
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treatment was tried without success. At last penicillin injec- 
tions were started in the usual way. Total dose given was 
500,000 units. The same remarkable break in the course of the 
temperature was noticed but within a few days of stopping the 
injections, the temperature commenced rising and the boy sub- 
sequently ran a usual course of the disease and died. 


Case 14—This was an elderly European lady who had been 
suffering from the disease for 3 months. The trouble appears 
to have started from septic teeth. She was treated in a hospital 
where all varieties of sulpha drugs were tried in full and 
adequate doses without the slightest success. On examination, 
her general condition was very satisfactory. Her mitral cusps 
had been affected. Had no embolic phenomena. A_ blood 
culture showed a-haemolytic streptococci. She was put on an 
autovaccine and penicillin. 500,000 units were tried in the first 
instalment. The immediate result was remarkable, viz., her 
temperature broke completely and she remained afebrile and 
very bright for about 8 days but after this period, the fever 
returned and continued as before. After about 3 weeks, it was 
decided to give her more penicillin in bigger doses in order 
to sterilize the blood completely. 1,000,000 units were given 
altogether on the second occasion. The temperature showed the 
same change, completely disappearing for a little over a fort- 
night. During this apyrexial period, the general condition was 
excellent and it was hoped that she would be cured. But soon 
the temperature returned and the last we have heard of her 
condition, she is still running the course of the disease in the 
same usual fashion. 


DISCUSSION 


From a perusal of the above 14 case reports it will not be 
justifiable to draw any definite conclusion about the wonderful 
effect or otherwise of the new drug, penicillin. It is for this 
reason, the writers desire to leave it to the readers to draw their 
own conclusion. In some of the above cases, the drug was 
given in inadequate doses; in other cases, tle treatment had to 
be discontinued in the middle of the course owing to non- 
availability of the drug but in some of the cases, reasonably full 
doses were administered. -Although it is not possible to arrive 
at a concrete decision, there are many points which may be 
noticed and which will give us food for serious consideration. 


In the treatment of meningitis it has been laid down that 


penicillin should be administered by the intrathecal route. In 
our series, it will be found that meningitis cases do get well 
with penicillin injected intramuscularly. This is very well 
illustrated in Case 1. It is contended that penicillin does not 
pass through the choroid plexus into the cerebrospinal fluid. 
In Case 1 which is a bacteriologically proved case, penicillin 
must have passed through the choroid plexus into the C. S. 
fluid; otherwise, it would not have been possible to get the 
beneficial result in that case. The writers believe on therapeutic 
grounds that although a normal choroid plexus may not allow 
the drug to pass into the C. S. fluid, an inflamed organ would 
behave differently and allow penicillin to filter out of the 
blood in sufficient amount into the C. S. fluid and Allow it to 
produce its effect on the infecting organism. It must not also 
be forgotten that repeated intrathecal medication is difficult to 
carry out on practical grounds. This point can be finally decided 
if by chemical tests penicillin is demonstrated in the C. S. fluid of 


‘a patient suffering from meningitis where the drug has been 


administered only by the intramuscular route. 


The writers 
could not do this in their cases, 


A point of considerable advantage is the absence of local 
reaction where penicillin is injected. Although numerous in- 
jections were made into the muscle and near each other there 
was no sign of inflammation or induration. .Only in one case, 
vig., the baby with meningococcal meningitis, there was blister 
formation and painful hard swelling in both thighs. But it was 
not certain whether this was due to irritation caused by 
penicillin or to faulty technic in sterilization and injections. 


It will be apparent from the above that there are certain 
drawbacks in carrying out penicillin treatment in civilian 
practice. These are not serious when the patients are hospitalized 
but in an average private house the difficulties are genuine. 
Arrangements for preserving the penicillin solution in the iced 
chamber is imperative and this is only possible where refri- 
gerators and liberal supply of ice are available. 3-hourly injec- 
tions without any break throughout the day and night means a 
doctor’s service every 3 hours and this is somewhat difficult 
when the patient is not in affluent circumstances. Besides 
this, the mental make-up of many patients is such that they 
cannot bear the pain and inconvenience of numerous injections 
into their body. A much more important factor which counts 
is the absence of rest and disturbance of sleep caused by such 
frequent and repeated injections. Then again, although there 
are certain microorganisms which are very susceptible to 
penicillin, a host of others is either not at all susceptible or 
very slightly so, thus limiting its usefulness. 


The discovery of a stable compound which will remain 
in the system for a longer time will obviate the inconvenience 
of 3-hourly injections which are no doubt very distressing 


to the patient and inconvenient to the doctor. Some doctors 
of the U. S. Army have already tried a preparation of 
penicillin dissolved in bees-wax and pea-nut oil mixture and 
they claim that such a combination remains effective in 
the systems for at least 6 hours. However, more experiments 
are necessary to confirm or disprove this report. The manu- 
facture of a penicillin compound which will be stable at room 
temperature and which will act in the system for a longer time 
so that the number of injections will be reasonably cut down 


to 2 or 3 in a day or which will act when administered orally - 


will be cordially welcome both by the doctor and the patient. 


In conclusion, the writers believe from their limited 
observations that although penicillin has come to be a very 
valuable addition to our therapeutic armamentarium in recent 
times the host factor still remains the most important problem 
and the drug cannot be expected to be a panacea in a bad soil. 
A large scale use of the drug with a careful observation of the 
results extended over a fairly prolonged period on patients 
under numerous tropical influences will speak out the truth in 
future. More extensive research work on the newly discovered 
substance is necessary. We must not forget that many a time 
in the past we became blindly infatuated with any new remedy 
which promised us relief and time alone helped us to shake off 
our blind faith and place these drugs in their legitimate p»si- 
tions. ‘We must, therefore sound a note of warning against 
undue optimisim specially in our tropical country, and awa‘i 
with patience the impartial verdict of time before an unduly 
hasty assessment of the curative properties of this “wonder 
drug.” 


PYREXIAL REACTIONS AFTER TRANSFUSIONS AND 
INJECTIONS : THEIR CAUSES, PREVENTION AND 
TREATMENT 
H. I. JHALA, M.c.p.s. (BoM.), M.B.B.S. (MfAD.), D.T.M. (CAL.), 
Dept. of Pathology, B. J. Medical School, Ahmedabad 


We have been so much familiarised recently with mild 
pyrexial reactions after transfusions, that we have now been 
regarding them as only incidental and unavoidable. Should we 
devote some more attention to the technical details that are 
proposed to be discussed in this paper, our patients will be 
receiving fullest benefits of our efforts with minimum of incon- 
veniences. An ideal transfusion is but a tissue graft and given 
perfect cleanliness and good technique, the pyrexial reactions, 
which vary on an average from 50 p.c. to 99 p.c. in different 
institutions at present, should only occur in 1 p.c. of the cases 
aml these too in the mildest form. 

Following a transfusion of blood or saline, there is a rigor, 
there is intense shivering and temperature shoots up very high 
even to 105°F or more. This leads to a great set back to the 
patient and some of the patients who are at critical levels pass 
away easily rather than recoup and recover. These severe 
reactions generally come on while the transfusion is going: on. 
If the volume transfused is small, the rigor and the rise of 
temperature occur after about 15 minutes. In contrast to these 
severe cases, we meet with mild grades of reactions which lead 
to a feeling of warmth, a rise of temperature to 99°F. to 100°F, 
after about half to one hour after the transfusion. This type 
of reaction is most commonly seen in well equipped hospitals 
while the+severe cases are met with at outlying stations and 
in emergency of air-raids during nights. More common than 
either of these, is our every day experience with injection 
ef glucose, calcium gluconate and novarsenobillon. These cases 
are mildest in type and share the etiology of the pyrexial 
reactions in general. It is not proposed to discuss the thera- 
peutic pyrexial reactions caused by way of injection of T. A. B. 
vaccines, sulphur, milk etc., for they are all welcome for the 
case in which we use them. 


The causes of these reactions -are different. In fact we 
cannot attribute all of them to a single cause. The factors should 
be considered as predisposing and exciting ones. Amongst 
the predisposing factors, it may be said that all febrile patients 
(i.c. the patients who have pyrexia as one of their symptoms) 
are always liable to these reactions. Invariably a patient 
with septicemia will have a higher temperature as soon as he 
receives the transfusion. If a patient with chronic malaria 
receives the transfusion, he is more likely than any one else 
to exhibit pytexia. The underlying cause is probably that 
the blood and other fysids cause a reaction whereby the already 
existing pyreéxial elements of the patient are thrown out in 
circulation with resulting imbalance of thermotaxic centres. 
The cause therefore lies in the patient and not in the technique 
or the solution. These are therefore really uncontrollable and 
it is therefore said that we can always account for incidents 
up to one per cent and further, when it is said that these 
should be of the mildest degree, it is only meant that even in 
these pyrexial cases, which amount to one per cent of the 
cases requiring transfusion, every minor detail in technique 
will contribute to the production of the reactions. — 

Another cause of reactions that can be considered ‘as a 
predisposing one only, is a too rapid rate of transfusion. One 
of the papers discussing this matter has already been published 
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in this journal and it should be therefore enough to pass over 
it briefly. An ideal transfusion is a drip transfusion at the 
-rate of 40 drops per minute i.c. 1 c.c. per hour per every pound 
of body weight or roughly one pint in four hours. This ideal 
speed is always recommended in cases of anzmias uncom- 
plicated by hemorrhage, for here the idea is not of an emer- 
gency but that of restoring the patient’s wavering resistance. 
For anemic patients with hemoglobin less than 35 per cent 
(Haldane standard), even a slower rate at the rate of 20 drops 
per minute is recommended. However, where the question 
is of tiding over the emergency as in hemorrhage, the first 
pint of fluid should be run in 10 to 15 minutes and the second 
pint introduced a bit slowly. Here the question is of rapid 
restoration of the blood volume and one cannot delay the trans- 
fusion. Again the rapid flow does not always produce .a 
reaction. An injured person is generally healthy. Rapidity 
only matters when there is cardiac weakness as in anemia. 
Here the same increased blood volume works against the 
weak myocardium which is unable to cope with the strain 
loaded on it. The patient will therefore show marked dis- 
comfort and minor constitutional symptoms and often one sees 
tigors which stop immediately on slowing the speed of trans- 
fusion. The speed therefore in these cases should be sufficient 
to allow plasmaphoresis in the tissues, so that the total 
blood volume remains the same. 

Temperature of the transfused fluid is an oft neglected 
cause. It seems difficult to realise as to how often we consider 
it as a mere fad to look at the temperature of injection fluids. 
This is not a fad but is one of the essentials. It works both 
ways. Fluids colder than blood and warmer than blood will 
both cause pyrexia. In the case of colder fluid, the rigor and 
pyrexia are exhibited to warm up the injected fluid. In the 
case of warmer fluid the fever is due to the products of 
hemolysis caused by deleterious effects of over-heating the 
patient’s blood. All salines, glucose solutions etc., should 
therefore be raised to 40°C by placing them in a bowl of hot 
water at 40°C. The temperature will necessarily come down 
to 36°5°C or 37°C while the fluid actually enters the veins. 
This is essential even in small injections upto 50 c.c. This is 
very very essential in case of blood transfusion because of the 
phenomenon of cold agglutination. The donor’s or the 
patient’s cells may agglutinate in cold just as it happens in 
paroxysmal hemoglobinuria in stored blood, kept at —3°C, it 
should always be allowed to warm itself at room temperature 
by keeping it out for about two hours. This blood must then 
be used up or thrown away. In addition to this in case of 
rapid transfusions, the blood should be warmed by dipping the 
bottle as well as the last few inches of the tubing in warm water 
at 40°C. While the transfusion of a large amount of cold fluid 
is a very unpleasant one, the danger of overheating is still 
more great and in no case warming above 40°C. is ever 
tolerated. Best way of knowing the proper temperature is 
that the patient should not feel the flow of fluid in his veins. 


Stored blood hemolyses after about three weeks. The 
out of date or incompatible transfusion is fatal and there will 
always be pyrexia. Similarly, the blood when contaminated 
grossly and if kept at room temperature even for some time, 
will be a pure culture of pathogens or saprophytes, both of 
which will cause severe fever. This reaction will always 
carry the patient away rather than tide him over an emergency. 
Another factor in stored blood that causes pyrexia, is small 
fluffy clots formed within 24 hours. A wire gauze filter is 
always therefore necessarily incorporated in the transfusion 
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set. In its absence ordinary gauze cloth folded four-fold is 
equally good. 

Let us now pass on to the actual or exciting causes of 
these reactions. The cause of these reactions in most of 
the cases is described as “pyrogen”, By this term we mean a 
substance which gives rise to fever but as to its actual identity, 
we are usually ‘baffled. In fact, pyrogen is not one substance. 
It is a name to be used for a variety of substances. This thing 
called pyrogen exists in ordinary water, distilled water, boiled 
water, double distilled water and in salt, citrate and glucose. 
An infinitely small amount of this substance is sufficient to 
give rise to pyrexia. As low a concentration as will evolve 
0-005 parts of albuminoid ammonia from 1000 c.cs. of distilled 
water will always produce pyrexia. 

The pyrogen comes from various sources. The apparatus 
and the containers are a great source and that is why even best 
companies have been discredited under the false impression that 
the fault lay in the fluids rather than in the technique. The 
imperfectly washed syringes, rubber tubings and metalic junc- 
tions are places where fine film of proteinous matter forms and 
dries. All these substances are soluble in water though it may be 
in a very very negligible amount. It is thus that this pyrogen 
which is in this case a nonspecific foreign protein, dissolves in 
water and gives rise to pyrexia. All apparatus used in transfu- 
sions and preparation of fluids for transfusions should, therefore, 
be scrupulously cleaned immediately after use in cold water 
and not in hot water. Each part is washed with soap and 
water. Rubber tubing should be avoided as far as possible. 
Wherever possible transparent rubber tubings should be used. 
A stout tape is passed through the tubing and worked to and 
fro just as the sewers are cleaned by large iron tapes. All 
clots. will be thus dislodged. The apparatus is then boiled 
successively for fivé minutes in 20 per cent washing soda 
solution in tap water and in pyrogen-free distilled water. 
They should be sterilized in steam sterilizers by preference 
but in no case should they be dipped in ward or theatre steri- 
lizers. The water in these sterilizers is abounding with 
pyrogenetic protein and apparatus boiled in them and dried 
will have a powdery film on the interior derived from pyrogen. 

Now we have to consider the faults in the solutions. All 
solutions should be prepared from pyrogen-free distilled water. 
Another source of pyrogen is from the dead bodies of bacteria 


in the solution. The dissolved oxygen and carbon dioxide give 


sufficient food for flourishing of the bacterial flora, in presence 
of particulate materials like dust. When these bacteria die out 
in sterilization, they impart sufficient pyrogenic protein to the 
fluids from their dead bodies. I will only briefly say as to how 
this solution should be prepared and kept. 

First essential is pyrogen-free distilled water. Pyrogen 
is oxidizable and is detected by the following test. To 100 c.c. 
of distilled water add 10 c.c. of 10 per cent pyrogen-free 
aqueous solution of sulphuric acid and add 0°1 c.c. N/20 Pot. 
permanganate aqueous solution. Allow to boil for ten minutes 
and the water should retain its pink colour at the end if it is 
pyrogen-free. Ordinary doubled distilled water contains 
pyrogen as much as the single distilled water. The propor- 
tion is reduced to harmless concentration only in the third 
distillation. This triple distilled water should be used fresh 
to be satisfactory. Water must be distilled in all glass 
distillery with block ground glass joints free of all rubber 
connections. Such sets of neutral pyrex glass, which auto- 


matically work on connection with taps are rather bulky, if 
not out of reach in the matter of cost, which comes to near 
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Rs. 750. We have therefore, to fall back on ways other than 
triple distillation. Ordinary tap water contains dissolved 
chlorides, sulphates, bacteria and nitrogenous materials. Each 
one of these impurities matters. The hardness should be pre- 
viously softened by lime or soda. The dissolved carbonates 
distil over causing an acid reaction in the distilled water. 
They should therefore, be neutralized by previously boiling 
the water with dilute sulphuric acid, till the reaction of water 
to be distilled is neutral to phenol-red or phenolphthalein. This 
is known as processed water and this should be distilled. 
Double distilled water made from this with ordinary distillery 
with rubber or metal connections is obtained. This distilla- 
tion should be conducted where there are no fumes of volatile 
alkalies or acids in the atomosphere of the room. If this 
distillation has been done in the iron or copper still, the rust 
added provides particulate matter round which bacteria flourish. 
Only if these distilling stills are lined on the interior with 
blocked tin, will they then yield pyrogen-free water. Another 
device is also used. It seems that the proteins of pyrogen are 
coagulated in boiling and always float as surface film. As 
the watery vapour rises, grosser particles of this proteinous 
matter also rise out enmeshed or entrapped in current of steam 
and thus they distil over in the distilled water. To prevent 
this, traps are introduced to entrap these proteinous particles. 
Just as water in the still is being reduced, it requires to be 
replaced and this replacement is automatically done by spray- 
ing of cold water in the still. Thus it is that up-rising steam 
is made to pass against the down-falling spray of water which 
allows only the actual vapour particles to distill over. The gross 
particles of protein rising from the surface film are compelled 
to go down again. The distillate is, therefore, pure pyrogen- 
free distiled water. 

Alternatively, if we cannot provide for such an ingene- 
ousiy constructed still, we may obtain double distilled water 
from processed water. To every 600 ccs. of such distilled 
water, 10 grs. of pulvis carbo animalis (animal charcoal) 
is added and the whole thing is shaken intimately for 
15 minutes by clock. At the end, it is filtered out through a 
sintered funnel. This is by far the most rapid method of 
obtaining quick supplies of pyrogen-free water and is very 
efficient and the least expensive. 

Even better than this, is the process, which I have evolved 
and which is as follows. Both distillations are done after the 
600 c.cs. of water is mixed with 60 c.c. of normal aqueous 
solution of Pot. permanganate or with 60 c.c. of normal aqueous 
solution of Pot. dichromate. Additions of 10 c.c. of 20 per cent 
sulphuric acid to this already processed mixture has an addi- 
tional advantage of keeping the glassware clean which other- 
wise gets lined with heavy proteinous material. This process 
is unfailing and does not tax the patience. It involves negli- 
gible extra little cost and labour and is not as rapid as the 
charcoal method which scores over it only in rapidity,—but 
not in efficiency. Having obtained fresh pyrogen-free distilled 
water by any of these ways and with all clean apparatus we 
have to prepare the solutions from chemicals. Howsoever 
refined and chemically extra-pure the chemical stuff is, it is 
unsterile and contains bacteria. Additions of chemicals to 
water again add traces of pyrogen. As soon as the chemical 
is added the solution is passed through asbestos Seitz filter 
which removes bacteria but adds particulate matter to the 
solution. The solution has, therefore, to be passed through 
a sintered funnel, which removes the particulate matter also. 
The resulting fluid is directly run into the screw-capped bottles 
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which are immediately sterilized inf small bulks in autoclave 
at 20 Ibs. pressure for 20 minutes. Only carbohydrate solu- 
tions ic. glucose solutions do not stand this temperature 
because they caramelize or polymerize, and become toxic. 
This will always again give rise to pyrexial reaction. Solutions 
containing upto 25 per cent of glucose can be sterilized upto 
10 Ibs of pressure for 15 to 20 minutes. The solutions con- 
taining upto 50 per cent of glucose should be sterilized upto 

only 15 lbs. of pressure for 20 minutes. 


Alternatively when we have no such equipments as sintered 
iunnels or Seitz filters, we may as well filter the solutions 
through grade LV thick filter papers folded twice. The 
filtration should be done again and again through the same 
filter papers for at least one dozen times. The resulting fluid 
is run directly in screw-capped bottles for sterilization, which 
should follow immediately. 


Having prepared pyrogen-iree solutions, | am going to 
add a few words about keeping them. They should not be 
kept with gauze or cotton plugs because they get contaminated. 
A rubber bung leaves a space between the bung and the rim 
of flask and therefore, invites contamination. Screw-capped 
bottles are the utensils of choice. They should be used freshly 
as far as possible. They should be kept in dust proof cupboards. 
They should not be jerked or inverted. Once opened, they 
should be used up or thrown away. 


Even in spite of all precautions should a pyrexial reaction 


be met with while transfusing slowing of rate is advised. If. 


the latter fails to stop the reaction the injection should be dis- 
continued. I am afraid to give an injection of adrenaline 
as is advised at this stage but I have never been sorry for 
injecting morphine gr. 1% with atropine gr. 1/100 in these 


cases, 


SUMMARY 


There are various grades of these reactions. The reactions 
may be so severe as to carry the patient away. It may be 
mild causing minor constitutional symptoms or may be 
negligible. 


Causes of pyrexia are many. Factors are discussed as 
predisposing and exciting qnes. Speed factor is discussed in 
detail and an ideal speed of 40 drops per minute is advised. 
Temperature of transfused fluid should also be taken and 
adjusted to something between 37°C and 40°C. The dangers 
of rapid speed and overheating are brought out. 


Reactions that arise out of storing of blood are also 
discussed. The faults in apparatus are pointed out. Ideal 
methods of cleaning the apparatus and methods of sterilization 
are given. 


Faults in solutions are pointed out. Preparation of pyrogen- 
free water is essential. Properties and tests of pyrogen are 
discussed. Various mechanical and chemical devices used ,to 
obtain pyrogen-fire distilled water are discussed in detail. 

Methods of preparations of solutions from pyrogen-fire 
double distilled water are noted. Elaborate ideal technical 
details are reviewed and practical, cheap and universally 
adoptable methods are given. 

Methods of sterilization of these solutions are given and 
ideal storage conditions are advocated. 


A word or two about treatment of these reactions are 
given. 


— 161 — 


| | 
| 
‘ 
a 
d 
d 
1S 
st 
at 
1¢ 
Cc- | 
id 
be 
en 
in 
re, 
er 
nd 
le. 
ad. 
nd 
All 
led. 
da 
er. 
1ce 
ri- 
ith 
ied 
en. 
All 
ter. 
ria 
‘ive 
nce 
out 
the 
10W 
c.c. 
free 
Pot. 
utes 
it is 
ains 
por- 
hird 
resh 
rlass 
bber 
y, if 


THE COMMON COLD* 
P. N. LAHA, 
Medical College, Agra, U.P. 


INTRODUCTORY 


The common cold belongs to a class of infective diseases 
which affects the mucous membrane of the upper respiratory 
tract without provoking any prolonged immunity. It is by 
far the most prevalent form of disease. The laity call it ‘cold 
in the head’ while the fashionable physician labels it as 
‘coryza’. It takes a heavy toll as regards the loss of working 
time and efficiency compared to any other malady which the 
flesh is heir to. Still then it is surprising, rather singular, 
that so little is known about its etiology and so vague is its 
treatment. 

Prevalence—There are several large-scale observations, 
regarding its prevalence. In 1924 the United States Health 
Service’ sent a questionnaire to 13,000 persons in 11 localities 
from Massachusetts to California requesting information as to 
past colds, influenza and pneumonia, habits, the kind of clothing 
used in winter, the amount of exercise taken, and the average 
number of colds contracted in a year. The reports showed 
that common cold had in all localities certain periods when it 
might be called an epidemic, and there was a_ remarkable 
synchronicity in its rise and fall in different localities. About 
90 per cent of 1272 persons suffered from one or more colds 
during the months October, 1923 to June, 1924. During 51 
‘months there was an average of two colds per person. Allen 
quoted by Rice*, of John Hancock Mutual Life Insurance Com- 
pany states that in 1924, in 300 working days, of 2,000 employees 
the number absent from work was 651, and the number of days 
lost were 1202. Smilley*? obtained monthly records of acute 
respiratory infections in male students at the Cornell University 
for a period of 4 years. It was observed that in each year there 
was a rise to a maximum in January to February followed by 
a gradual fall; 23%, had 4 or more colds per year, 60% 2 to 3, 
and 17% 1 or more. Literature is not available regarding 
statistics in India. : 

The Galenic concept—In medicine trom Galen to Vesalius 
the view held was that the brain voids mucous and excrementi- 
tious matter through the glandula pituitaria into the nose and 

-upper pharynx, the gland acting as a strainer or filter for this 
matter. The word ‘pituitary’ was derived from the Latin word 
‘pituita’ which means ‘slime’ or ‘phlegm’. During that period it 
was conjectured that thus were the vital spirits purified. But 

‘in 1677 Richard Lower quoted by Hill and Clement‘ disproved 
the Galenic concept. He observed “whatever is separated into 
the ventricles of the brain and issues out of them through the 
infundibulum of the glandula pituitaria distils not upon the 
palate but is poured again into the blood stream and mixed 
with it.” This remarkable observation made 267 years ago 
anticipates the recent discovery of internal secretions of which 
medicine is so proud. 

Does one ‘catch’ cold?—Tracing the history of medicine 
one will.find that in various ages and in different countries the 
belief. in ‘catching’ cold has prevailed unchallenged. This 
ancient and unfortunate misconception still flourishes at the 
present time notwithstanding much experimental evidence which 
invalidates it. That exposure to cold is not the cause is 


* A talk given before the Medical Club, Medical College, 
Agra. 
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proved by the experience of Arctic explorers and open-air 
workers. In the report of Capt. Scott’s expedition an account 
is given of the loss of the life of one of the members of the 
party in a blizzard with a temperature of —25° to —28°, and 
the wind blowing at the rate of 40 to 45 miles per hour. Scott 
wore comparatively light clothing, and was wandering about 
for 6 hours. Yet he did not catch cold; the only ill effects he 
suffered from were those of frost-bite. 

Reports from places widely apart as Manchester, Leysin, 
Durban and San Francisco show that children who are put to 
live open-air lives, well-clothed and fed, but with no artificial 
heating, suffer Very little from catarrhs. 

Soldiers at the front in the last Great War fighting in 
trenches, and sailors exposed in the north sea to the bitterest 
wintry nights, were singularly free from coryza. 

The Austrian physician Chodounsky quoted by Hill and 
Clement (Joc. cit.,) tested his disbelief in exposure to cold as a 
cause of catarrh by a remarkable series of experiments on 
himself and concluded that his disbelief was correct, that is, 
exposure to cold did not cause an attack of cold. 

Cold is attributed to chill probably because it is ushered in 
with a chilly feeling many hours after the infection that caused 
it. Persons with a cold coming ‘on are more susceptible to 
chill owing to the derangement of the heat-regulating mechanism 
duc to absorption of toxins. 

[ETIOLOGY 

It is generally agreed that the etiology of common cold is 
not established on a scientific basis and a chaos exists. This 
chaos so deeply impressed the mind of an American philan- 


thropist that he donated a sum of £39,000 to Johns Hopkins 
University, Baltimore, for the elucidation of the subject. 


Dust and fumes—It is well known that there are fumes of | 
certain chemical compounds used in warfare which, when 
breathed into the nose in a dilution of one part in 5 or 10 
million parts of air provoke sneezing. Fumes of similar nature 
may be present in the air and dust particles may be impreg- 
nated with them. Such fumes present in a polluted atmos- 
phere will produce sneezing. 

Ventilation—Bad ventilation is undoubtedly the single most 
potent factor in the etiology of common cold. It acts in 
two ways, firstly by increasing the risk of infection, and 
secondly by producing an unhealthy condition of the nasal and 
respiratory mucosa: Men leading open-air lives are free from 
common cold whatever exposure to extremes of weather they 
undergo. I have observed that cold is very common in women 
who strictly observe the ‘purdah system’. In_ ill-ventilated 
rooms in which the air is warm and stagnant the mucous 
mombrane becomes swollen and congested, and covered with 
thick secretion. Thus the nasal cavity becomes a_ suitable 
culture medium for the growth of catarrhal organisms. In 
reverse conditions the mucosa becomes pale and taut and is 
well moistened with thin watery secretion and the bacteria 
are washed out. 

Age—No age is exempt from this disease. Susceptibility 
to infection tends to diminish with age yet shows great varia- 
tion among different individuals and even in the same individual 
under different conditions. 


Handkerchiefs—The pocket handkerchief loaded with nasal 
and bronchial secretions is a source of contagion. Waved in 
the air when dry, or partly dry, it may scatter infection. 
There are women who sometimes: wipe their children’s nose 
with their used handkerchiefs. It is the custom with certain 
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men to offer a handkerchief for this purpose to friends parti- 
cularly to young ladies as a gesture of friendship or as an 
expression of smartness. Such practices are fraught with 
danger and hence they must be given up. People must be 
taught to regard it with the same fear as they now regard foul 
water or stinking drains. The same note of warning can be 
sounded regarding the common use of towels and sponges. 

Kissing—Kissing on the lips is beset with the risk of con- 
veyance of infection to cither or both the parties. Hill and 
Clement® have advocated that if a kiss has to be given let it be 
on the forehead, or on the neck, places from where infection is 
less likely to be conveyed to the nasal mucous membrane. 

Contact—It hardly needs emphasis that people when ill 
with a catarrh, particularly of the infective type, should not be 
allowed to contact others. 

Constipation—It is a common experience that constipation 
and common cold usually occur together. The exact relation- 
ship is not known. It is possible that constipation Icads to 
congestion of the nasal mucosa and then follows the cold. 
According to some authorities the virus which is responsible for 
the cold attacks the intestinal tract at the same time and pro- 
duces constipation. 

Thyroid deficiency—A tendency to catarrh is attributed by 
some to a subclinical hypothyroid state, but no evidence is 
yet available for this hypothesis. 

Relation to sexual organs—There is a relation between the 
mucous membrane of the respiratory part of the nose and 
the sexual organs. The mucous membrane is highly vascular 
structure and may become congested at times of sexual activity. 
People with more of sexual libido and consequent frequent 
sexual activity are often the sufferers of cold. 

Smoking—Chronic smokers very often suffer from cold 
owing probably to the constant irritation of the nasal mucosa 
by smoke. 


BACTERIOLOGY 


Opinion is divided with regard to the bacterial cause of 
common cold. Various organisms—M. catarrhalis, B. influenza, 
pneumococcus, streptococcus, staphylococcus, B. septus, M. 
paratetragenus, B. Friedlander have all been held responsible 
for common cold. But their incidence varies at different 
seasons, now one and now another type predominating. Hence 
different workers have been variously impressed with the 
etiological importance of one or otlier of these organisms. 
M. catarrhalis is said to be holding the place of honour. 
Kruse® successfully transmitted coryza into volunteers by 
instilling dilute filtered nasal secretion. Foster? in 1917 re- 
peated and confirmed Kruse’s experiments. Olisky and 
McCartney® in 1923 found a filtrable agent in nasopharyngeal 
washings during the very early stage of cold. At least, the 
symptoms of common cold were transmitted to a number of 
healthy persons. Robertson and Groves’ (1924) failed to confirm 
these results. 

The problem of common cold thus resembles that of 
epidemic influenza, in which there is the same doubt whether 
the bacteria which can be readily isolated—B. influenza, 
pneumococci, and staphylococci are sufficient to account for the 
phenomena, or whether a filtrable organism is the primary 
cause, the others being important secondary agents responsible 
for the complaints. 

Studies that have been recorded in recent years, those of 
Dochez and others” in particular have greatly strengthened the 
view advanced by Kruse that infective cold is a virus disease. 
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It was Dochez and associates who, in a series of studies ex- 
tending over a number of years, eventually concluded that 
the common contagious cold in humans is initiated by a 
filtrable virus. They showed that colds could Be transmitted 
from man to-the chimpanzee and from man to man by means 
of Berkefeld filtrates of nasal washings obtained from in- 
dividuals suffering from spontaneous colds. These experi- 
mental colds were found to resemble in all respects the so- 
called common cold. However, they added that one of the 
significant effects of infection with the filtrable agent is the 
stimulation into greatly increased activity of potential patho- 
gens that may be present in the upper respiratory tract. “This”, 
they said, “we regard as of great importance since it seems 
to explain the marked secondary activity in the respiratory 
tract of such organisms as pneumococci, streptococcus hzmo- 
lyticus, and Pfeiffer’s bacillus, which lead to the severe sequelae 
which sometimes follow the common cold and influenza. In 
fact, the most important significance of viruses of the type 
seems to lie in their capacity to incite activity on the part of 
the more dangerous pathogenic organisms that infest the upper 
respiratory tract.” 

One would summarise by saying that some workers adhere 
to the virus hypothesis, while others are convinced that 
organisins such as pneumococci, M. catarrhalis, streptococci, etc. 
are_the primary causes. To me it appears that the matter is 
still sub judice, though the virus hypothesis has the larger 
number of supporters. 

Wynn" is of opinion that excluding the non-bacterial 
rhinorrhoeas due to protein sensitization as in hay fever, 
allergic rhinitis, and also the coryza occurring at the onset of 
known diseases, c.g. measles, influenza, etc., there may be two 
classes of cold—(1) those caused by unknown filter-passing 
virus, the ordinary nasal organisms as M. catarrhalis., B. 
influenza, pneumococcus being important secondary factors, 
whose activity is increased by the primary infection; (2) colds 
caused by one or more of the ordinary catarrhal organisms 
without the presence of a specific virus. 


PATHOLOGY 


There is acute inflammation. In the early stage there 
is mucoid discharge which afterwards changes to muco- 
purulent. In the allergic types of common cold the discharge 
is more mucoid than muco-purulent. The discharge contains 
epithelial cells, pus cells and erythrocytes. After the attack is 
over the restoration of the nasal epithelium to the normal state 
is very quick. 

“What makes the common cold common?”—The answer 
to this question will be found in three characteristics of the 
virus of common cold. First, the virus is highly contagious. 
It is spread very readily by an infected individual who is 
coughing, sneezing, or kissing. Almost any susceptible person 
who is in immediate contact with an infected individual will 
contract the disease. Second, the immunity is ordinarily of 
short duration. Consequently, it is possible for an individual 
to have a number of attacks of the virus infection each year. 
Third, the disease is so mild that infected persons continue to 
go to work and to various public places and thus spread the 
infection. 


CLINICAL FEATURES 


Stuffiness of the nose is usually the first symptom, which 
is soon followed by a prickly sensation in the nose and the 
patient starts sneezing. There is profuse discharge, at 


~ 


r 

t 
4 
t 
t 
e 
1, 
st 

d 

a 
n 
Sy 
n 
m 

is 

is 
. 
1s 
of 
1U 

re 

st 

in 
nd 
nd 
ey 
en 
ed 
US 
ith 
dle 

In 

is 
ria 
ity 
ia- 
ual 
sal 

on. 
ose 
ain 
2 


JOURNAL 
A, 


first mucoid but within 12 to 24 hours becomes mucopurulent. 
In the allergic type the discharge usually persists upto the 
mucoid stage and only in rare cases it becomes mucopurulent. 


Impairment of taste and smell occurs. Constitutional dis-_ 


turbances are usually slight. The temper becomes erratic 
during the attack and sleep is not infrequently disturbed. 
After a period of 2 to 7 days the patient becomes free from 
the attack. A second attack comes after a week to a month, 
but there is no certainty about it. 


COMPLICATIONS AND SEQUELAE 


The inflammatory process may descend and produce 
pharyngitis, tonsillitis, tracheitis, laryngitis, and bronchitis. 
Broncho-pneumonia is an uncommon but serious complication. 
It is said that pulmonary tuberculosis is flared up by an 
attack of common cold. Not a few cases of pulmonary 
tuberculosis follow a neglected cold. The swelling may cause 
obstruction to the outlet of an air-cell, particularly in the 
ethmoid or sphenoid, or to the duct of frontal sinus; absorption 
of air behind such an obstruction may be responsible for 
“vacuum headache”, or if the Eustachian tube is involved to 
deafness and vertigo; when an air sinus is implicated in the 
inflammatory process and its opening is obstructed, local pain 
and “distension headache” are prone to occur. Suppuration 
in the accessory sinuses or an acute otitis media may occur. 
Herpes around the nostrils and on the lips may be extensive 
during the acute stage. 


TREATMENT 


Preventive: Ventilation—People must be taught the value 
of free ventilation in the prevention of diseases. Crowding 
indoors is the greatest cause of the spread of infection. 
Open-air schools and ample ventilation of rooms, public con- 
veyances, work-shops, cinema houses etc., are valuable means 
of combating the disease. 

“Go home when you feel it”’—My intense conviction tempts 
me to advocate the display of a facetious placard on all offices 
and factories “Go home when you feel it.” I believe the indus- 
trial world would suffer far less economically when next the 
disease is rife amongst us if the individual who insists upon tot- 
tering as long as he can be subjected to open scorh for his action. 


Clothing—It should be loose and free and not confine the 
movements of the body. Children should be allowed liberty 
to discard clothes and follow their natural instinct. In our 
country tight collars, with attractive ties and tight-buttoned 
waistcoats should be scrupulously avoided. 

Exercise—Sufficient exercise in the open air must be taken 
by every one to prevent congestion of the body. This will help 
the patient in avoiding attacks of cold. 

Cold baths—It has been pointed out by many that a cold 
bath every morning helps the prevention of the common cold. 

Smoke pollution—Pollution of the air is as much injurious 
to health as the pollution of water. It must be prevented if 
common cold has to be combated. 

Vaccination—Evidence concerning vaccination as a means 
of preventing coryza is conflicting. The concensus of opinion 
is that it is not of much use. But Ward” records his 3 years’ 
experience of vaccination against common cold among the 
employees in a large Mentreal factory. The composition of 
the stock vaccine was as follows:—B.. Influenza 200 millions, 
Streptococcus 100 millions, M. catarrhalis 200 millions, Staphy- 
_lococcus albus 200 millions, per c.c. The dosage was 3 min. on 
the first day, followed by 5 min. three days later, and by 7 min. 
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five days aiter that. Comparison of 426 vaccinated persons 
with an unvaccinated group of 1,341 showed that considerable 
improvement took place in the records *of the vaccinated as 
regards freedom from pneumonia, bronchitis, common cold, and 
tonsillitis; no serious reaction occurred. Ward concludes that 
although stock vaccines can be regarded as a sure and specific 
preventive of acute respiratory diseases, they do benefit in a 
considerable number of cases. 

Vitamin prophylaxis—It has long been a common place of 
popular belief that those who develop common cold must be 
“run-down”. Modern investigation has offered little more light 
on the etiology of colds, though it has been shown that the 
so-called “run-down” state is often directly due to borderline 
nutritional deficiency. Since the discovery of the essential part 
played by vitamins in protecting the body against many types 
of ill health, much work has been concerned with the probable 
relation between vitamin deficiency and susceptibility to infec- 
tions generally. 

For the prevention of common cold, vitamins A and C are 
of special interest for their effect in influencing the natural bodily 
resistance. The infection of the nasal mucosa is greatly facili- 
tated by changes in the epithelium of the mucosa, such as are 
known to result from hypovitaminosis A. As a factor in 
preventing colds, therefore, the maintenance of the integrity of 
the respiratory epithelium by ensuring an adequate intake of 
vitamin A would appear to be logical. 


Recent observations indicate that vitamin C also may 
directly affect reistance to infection. Since it was shown in 
1935" that vitamin C increased the resistance of the guineapig 
to diphtheria, other workers have supported the view that this 
vitamin is of major importance in mitigating diphtheritic infec- 
tion. In 1938" it was suggested that, when the vitamin C level 
of the blood is high, streptococci are less likely to be found in 
the tonsils, and, if present, are seldom virulent. Infections 
cause a greatly increased demand for vitamin C, so this vitamin 
may be a factor needed in the production of immune bodies, 
in the serum. 

Curative: ‘To avert an attack at an early stage the patient 
should take a hot bath followed by a hot drink of lemon to 
which an ounce of whisky may be added, if desired. A grain 
of calomel at night followed by a saline purgative in the 
morning will greatly help cure. Some prefer an enema to 
calomel and saline. Aspirin 5 grains with 5 grains of Dover’s 
powder at bed time will secure a good night's sleep. Such 
traditional remedies as a teaspoonful of liquor quinine 
ammoniata or 5 minims of oil of cinnamon in hot milk, are 
widely valued by public opinion. For local use Glegg quoted 
by Douthwaite” recommends the instillation of 1 to 2 drams of 
a mixture of paraffin molle 1 part and paraffin liquidum 3 parts. 
into each nostril in turn while the patient is on his back. It is 
to be repeated several times in 24 hours. ‘Endrine’ can be 
used as an atomiser.. ‘Stuff a cold and starve a fever’—this 
time honoured expression sunk deeply into people’s minds and 


' its literal application in the sick room has probably caused 


more suffering than the sickness itself. Regarding the allow- 
ance of fluid I would like to quote Harrold who pointed 
out that no one ever heard a fish sneezing and hence the 
practice of pushing fluids has probably has a rational basis. 


Chemotherapy—Drugs of the sulphonamide group should 
not be administered as a routine; only when a pyogenic com- 
plication develops should the appropriate drug be given in full 
dose (Horder and Gow)”. 
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For years past a cure for common cold has been sought, - 


and numerous so-called specific have had their advocates. 
None of these specifics however, has fulfilled its early promise, 
and, as the saying goes, if a cold is treated energetically it will 
get well in seven days, while if left to itself it will get well in 
a week. Wide-spread interests will be aroused by the group 
of reports on patulin in the treatment of common cold. These 
reports show that the beneficient genus penicillium has 
provided us with a substance of therapeutic promise. From the 
mould P. patulinum, Raistrick and others’ have isolated an 
active principle which they call patulin, and which they have 
identified chemically. This feat is a part of a series of 
researches of great potential value, but it may have immediate 
value too. An almost accidental observation by Gye” suggested 
that patulin might be used in the treatment of common cold, 
and the reports include an account of its trial for this purpose 
by surgeon commander W. A. Hopkins® among the naval 
personnel at Chatham, alternate subjects received patulin and 
an inert fluid which they thought was patulin, sprayed, snuffed 
up or instilled from a pipette into the nose. In the third trial 
even those in charge did not know which was the treated and 
which was the control group. The criterion adopted was 
“recovery within 48 hours”, and in each of these trials the 
balance of evidence was in favour of the treated group: 44 per 
cent recoveries against 2-4 per cent, 70 per cent against 12 
per cent, and 83 per cent against 22 per cent. An effective 
remedy for colds would be so welcomed that everyone will be 
tempted to regard these figures as conclusive but it is under- 
stood that another investigation elsewhere gave results that 
were anything but encouraging. Hence we must await with 
what patience we may the additional evidence to demonstrate 
beyond doubt that patulin combats cold and (if so) how it 
does it. 

One may imagine a “cold cure” to work in one of several 
ways: for example, it may have pharmacological properties 
leading to shrinkage of the inflamed mucosa; it may act chemo- 
therapeutically on the causative virus or it may have a similar 
action on secondary bacterial invaders.” 

Patulin has not been released for general issue pending 
the completion of further large-scale confirmatory trial. Mean- 
while let us hope and pray that patulin will justify our hopes 
so that the therapeutic nihilism regarding the treatment of 
common cold will end and mankind will be free from the 
common and distressing malady the Common Cold which has 
been called “public enemy number one.” 
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serum daily lumbar puctures are required and very often 
difficulty is encountered in obtaining the serum. . Meningitis is 
now of frequent occurrence in Gujrat and Kathiawar and 
recording case notes of the causative organism, the sequence 
and progress of the diseases the effect of M. & B. 693 treatment 
with or without lumbar puncture may be helpful in equipping 
the profession better for the future.* 


* Read at the Scientific Section of the XXth All-India 
Medical Conference at Ahmedabad, December 1943. 


CEREBROSPINAL FEVER 


V. B. BHATT, M.3.3B.s. 
Bhavnagar, Kathiawar 


During March, 1943 and first two weeks of April following 
I had come across about nine cases of meningitis out of which 
one died and the rest survived. My clinical observation 
were in short as follows. Headache—was very severe in all 
the cases. Vomiting was present in seven cases and it was 
mostly cerebral in character. In those cases where there was 
no vomiting in the beginning it had started after the oral 
administration of M. & B. 693 tablets. Convulsions were found in 
4 cases. Even during the conscious stage patients had con- 
vulsive seizures clonic in character lasting for about half a 
minute and more; the maximum temperature was 103°F with 
irregular remissions actually touching the normal in few 
cases. Unconsciousness was present in two cases and those 
cases who were conscious were highly irritable and while 
answering questions properly used to pass in sudden wandering 
delirium. The pupils in all the cases were not dilated at all 
but all had very sluggish reactions. Rigidity in the neck 
muscles and retractions were not present but in conscious 
patients slight pain was elicited on bending the head over the 
trunk. Kernig’s sign mostly unilateral was present in four 
cases but Brudzinski’s neck sign was present in all the cases. 
Plantar reflex was flexor in four cases and extensor in others. 
No paralysis of any type was detected. I have never seen any 
kind of eruptions in any case of meningitis so far. I had made 
lumbar puncture in four cases. The fluid was turbid in two 
cases showing polymorphs and meningococci. In other two 
cases the fluid was crystal clear and on centrifugalisation 
nothing was seen except a few polymorphs and lymphocytes. 

Treatment. Lumbar puncture immediately and the intro- 
duction of antimeningococcal serum was the method used 
Some authorities say that serum treatment should never 
be omitted even in doubtful cases and should be com- 
menced as soon as possible. Now after the invention of 
M. & B. 693 and its sodium salt the serum therapy is much 
out of vogue and in many hands totally replaced by sulfa- 
pyridine. Some hospitals of repute still advocate a combined 
therapy with serum and sulfapyridine and they maintain that 
better results are obtained with the combined treatment. All 
my cases that I have mentioned above were treated exclusively 
on M. & B. 693 and no other drug was given except chloral 
bromide and morphia. The usual dose of M. & B. 693 that I used 
to give was as follows: 4 tablets initially followed by 2 tablets 
every 4 hours for the first twenty four hours. Then 1 tablet 
every 4 hours for the next twenty four hours. Then 1 tablet 
t.d.s. for a week more. I have never experienced any symptoms 
of M. & B. 693 poisoning nor any agranulocytosis in any 
case. Vomiting was the commonest effect of oral administra- 
tion of M & B. 693, but soda bicarb and glucose had always 
controlled it. Injections of sodium dagenan were given only 
in unconscious patients and where the vomiting was persis- 
tent. Lumbar puncture is surely very useful for diagnostic 
purposes and must always be performed to find out the specific 
cause, but as a treatment it is only indicated for intractable 
headache and signs of increasing intracranial pressure. General 
treatment would be the same as in other fevers and sympto- 
matic treatment may be required according to the individual 
merits of the case. M & B. 693 treatment is more convenient 
and less expensive than the serum. For the introduction of 

(Continued at foot of column 1) 
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ROLE OF HEALTH VISITORS IN EYE DISEASES 
OF THE NEW BORN 


T. K. UTTAM SINGH, p.o.M.s. (LOND.) 
New Delhi. 


Health visitors, I understand, have to look after the welfare 
of expectant mothers, maternity cases and infants. In their 
work, therefore, ophthalmia neonatorum, that is to say, dis- 
charge from the eyes of a new-born baby within one week 
from its birth, forms by far the most important consideration 
and I shall deal with it at some length to begin with. 


The importance of ophthalmia neonatorum may be realised 
from the fact that at least fifty per cent of all the cases of 
blindness among children are due to that one single cause alone. 
It is also responsible for 7 to 8 per cent of the total blind 
population in Great Britain, 8 per cent, in America ‘and I do 
not know what percentage in India. In England, four and a 
half million pounds are spent yearly on the welfare of the 
blind, including measures to tackle ophthalmia neonatorum 
and, as a result, the number of such cases have been reduced 
from 7,106 in 1922 to an average of 4,853 at present. More 
money and efforts are still being utilised and eradication of the 
disease is the aim. Special stringent laws have been made 
about tlie disease in that country, by which, under severe penal- 
ties, the midwives have not only to report all such cases to 
authorities immediately, but also to refer them to a suitable 
doctor competent enough to deal with the case and report the 
name of that doctor also at the same time. There are special 
hospitals to deal with such cases and, for fear, they may be 
stigmatised as venereal, other general hospitals also are pro- 
vided with special arrangements and wards to treat such cases 
expeditiously and efficiently. 


Here, in India, we have no such arrangements. Even your 
health visiting institutions are yet, at their best, in their initial 
stages of development. The greater reason why you should 
know much more about this disease and be able to tackle it 
capably. It is rather strange that the authorities, who are 
running the health visiting institutions, have never thought of 
the necessity of making even the most elementary arrangements 
of ophthalmic attention to such cases, whether in the city, or in 
the province, although adequate facilities of even the most 
rudimentary type are not available to that vast proportion of the 
public of this country, with which you have especially to deal. 
Considering the vast fortunes, expended by other advanced 
countries for this item, any small amount that may be spent here 
for such cases, can only serve the most useful purpose. 


The disease is preventable, as its cause is known. It is due 
to introduction into the eye, at the time of birth, of infected 
discharge from the mother, or faecal matter or the matter with 
which the body of the child is covered. Very great care must 
therefore be taken while washing the baby so that the waicr 
in which it is washed should, under no circumstances, enter vhe 
eye. And though about 65 per cent of the cases are due to 
gonococcus, yet B. coli in the fecal matter, pneumococcus, 
streptococcus and sometimes, even staphylococcus can produce 
the discharge. 


Prophylactic measures to remove the cause before the 
disease has properly developed, are therefore of supreme im- 
portance. These consist of those taken before the birth and at 
the time of birth. Before the birth,-if the mother has got any 
discharge due to any cause, it should he treated and got rid of. 


Great cleanliness must be observed at the time of birth. If 
there is any venereal taint in the mother, it should be adequately 
treated. 

At the time of birth, as soon as the head is out, the eyes 
should be immediately attended to. From a bowl of sterile 
boric lotion, containing several sterile cotton wool swabs, kept 
ready for the purpose, one should be taken out, squeezed and 
the eyes wiped gently with that, a separate swab being used 
for each eye. Then with another swab, pressed a little to 
prevent dribbling, but still quite wet, the eyes are dabbed to 
moisten and soften any matter sticking to them. Then with a 


* few swabs, squeezed thoroughly to press out all the lotion from 


them, the eyes should be wiped quite clean. In all these 
manoeuvres, care should be taken always to draw any matter 
away from the eyes towards periphery, but never moved from 
outside towards the eyes. The eyelids may now be opened and 
a semi-wet swab used to clean the eyes gently from inside. 
Or they can at this stage be irrigated with an undine containing 
mild boric lotion. They should again be cleaned dry with 
a squeezed swab, the fluid inside the eye being sucked up by 
the edge of the swab first. The angles of the eye should be 
carefully cleaned with the edges of the swab, the nasal corner 
more particularly. Then one drop of one per cent solution of 
silver nitrate should be instilled into the eye and the excess, 
as it comes out when the cye is closed, mopped away. Each 
eye must be dealt with in the same manner separately and a 
watch must be kept on the eyes for at least three weeks, and 
if any discharge is observed during that period, regular treat- 
ment for ophthalmia neonatorum should be given at once. 


There are a few more things whicli must, be borne in mind 
with regard to these measure and it is on account of those 
that the notifiable rules about this disease have been made so 
stringent in Great Britain. A midwife might think that if 
she has only put a drop of silver nitrate solution into each eye, 
her duty is complete.. Whereas thorough cleanliness of the 
eyes is even of greater importance than mere instillation of 
silver nitrate. 


Secondly, it may happen that there might be a slight 
discharge the.next day due to the irritation caused by the silver 
nitrate that had been used and the midwife may take it for 
an onset of ophthalmia neonatorum and begin to treat it on 
those lines and only succeed in increasing the irritation as well 
as the discharge. 


On the other hand, the discharge may be actually due to 
an onset of ophthalmia neonatorum, but the midwife may con- 


- sider it to have been caused by irritation of silver nitrate and 


not treat the disease, which will then flare up very rapidly 
and threaten the safety of the eyes most seriously within a day 
or two. 


It is for those reasons that reference to a proper doctor is 
made compulsory in England in all such cases, a facility, which 
unfortunately is not available to you in this province. And 
hence the necessity of your being even more conversant with 
all the details of the disease here than elsewhere. If for any 
reason, you cannot decide whether the discharge is due to irrita- 
tion of silver nitrate or to ophthalmia neonatorum proper, and 
you have no means of a dependable consultation, it will on the 
whole be better to treat it cautiously as if it were a case of 
ophthalmia neonatorum than take the risk of giving no treat- 
ment at all. For in the former case you may only prolong the 
irritation, and if you are careful, without doing any permanent 
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damage to the eye, whereas if you do not treat a case of 
ophthalmia neonatorum expeditiously, it may mean complete 
loss of the eyes. 


When ophthalmia neonatorum has set in, it will, according 
to the stage which it has reached, give rise to more or less 
severe signs. The lids will be swollen and the cyes shut and 
there will be purulent discharge coming from the eyes. Or the 
eyelids may become stuck together and the eye full of discharge 
inside. The eyes should be wetted and cleaned and the eyelids 
gently opened, care being taken that when that is being done, 
the discharge does not spurt into the eyes of the examiner. 
In opening the lids, fingers should be placed not near the lid 
margins, but rather at the other ends of the lids and they should 
be pulled apart from far. Otherwise the lids will fold on them- 
selves and it will be impossible to open the eyeball to view. 
If that is not sufficient, an eyelid retractor may be used very 
gently and carefully to open the eyes. The eye inside will 
appear ruddy. Care must be taken to watch the cornea. Any 
the slightest hazines$ will mean the presence of keratitis, which 
if sufficiently dense, will cause greater or lesser impairment 
of vision after cure. There may be ulcers on the cornea, having 
white appearance and more or less pitted on the surface. Or 
there may even be perforation of the cornea, with possibly some 
portion of the iris protruding through the opening. 


The case should be treated according to the condition 
present. And in treatment again, continued cleanliness is of 
greater importance than any actual medication. The eyes 
should be thoroughly irrigated every two hours during day and 
every three or four hours at night with mild, sterile boric 
lotion. ‘No discharge should be allowed to remain inside the 
eye, as it is the contact of infected matter that is most harmful 
to the eye. A drop of one per cent solution of silver nitrate 
should be instilled in each eye, once in the morning. And one 
per cent ointment of yellow oxide of mercury may be inserted 
into the eyes at bedtime. If the cornea is affected, but not 
otherwise, one drop only, of half per cent solution of atropine 
should be instilled into the affected eye, once daily. If signs 
of atropinisation manifest themselves in the form of restlessness 
or fainting of the child or inflammation or ulceration of the skin 
round the eyes, atropine should be stopped and only the rest of 
the treatment continued. When the case is clear, argyrol or 
protargol may be used for a few days before finishing off. 
But those drugs should never be used either for prophylactic 
or treatment purposes for ophthalmia neonatorum. 


In handling all cases of ophthalmia neonatorum, you should 
be very careful to protect your own selves. You may wear 
protective goggles and in opening the eyes that are closely 
shut, you should take utmost care that the discharge does not 
spurt in your own eyes. Your hands should be thoroughly 
washed and cleaned, both before as well as after handling such 
cases. 

- The other diseases of the eye, with which you may have 
to deal in the course of your work, are mainly those external 
inflammatory conditions, which go by the name of conjunctivitis 
and are always infectious in nature. One such case can infect 
a whole family in the conditions prevalent among the poor 
and the village folk, in the midst of whom your duties place 
you most frequently. As your work is also partly educational, 
you will have to teach them to improve their habits and live a 
more sanitary life.. Some of those diseases can spread through 
air or water, but others do so by direct contact. Using the 


EVE DISEASES OF THE NEW BORN 


Vol, XTY, No. 
“MAY, 1945 


saine towels, pillows or other articles of daily requirements, or 
cleaning the discharge of the eyes or from the nose, or saliva 
of the mouth after chewing betel nut with fingers and then the 
fingers against doors or walls or articles of furniture, which 
are similarly used by others, spread the disease very quickly. 
Dust, smoke, heat and glare, to which these people are generally 
exposed, are other causative or aggravating factors. 


The eyes become inflamed and red and irritable and cannot 
comfortably open to light. There is a discharge, which may 
be mucous or mucopurulent. When the eyes are very red and 
angry and the discharge, copious and purulent, they should be 
treated in the same way as ophthalmia neonatorum, the only 
difference being that instead of instilling a drop of one per cent 
solution of silver nitrate, as in the case of new born children, 
a two per cent solution of the same drug should be used to 
paint everted eyelids in the case of grown up people. That 
should be done by means of a cotton wool swab fixed to an end 
of an eyerod or even a match stick and dipped in a solution of 
the required strength. Other items of irrigation, cleanliness, 
yellow ointment at bedtime should be the same and equal in 
frequency. 

In milder cases, cleaning the eyes as often as necessary, 
painting everted eyelids with two per cent solution of silver 
nitrate once in the morning and using yellow ointment at 
bedtime will do. Still milder cases can be treated by cleaning 
the eyes and using argyrol or protargol drops only. In some 
cases where the discharge from the eye is just watery, drops 
made with three grains of zinc sulphate, ten grains of acid 
boric and one ounce of distilled water and instilled twice or 
thrice daily, will serve the purpose. The conditions which 
cause or aggravate the disease must in all cases be avoided. 
In case of trachoma or granular lids, which is very infecti- 
ous and common in this part of the country, the silver nitrate 
treatment has to be prolonged, but it is really a case for a 
competent doctor’ to treat. 


Regarding prophylaxis of those diseases again, cJeanliness 
is the most important. I have seen some peasants, working in 
dust and clay, who had not taken a bath for months on end 
nor washed their faces or eyes. As an ophthalmic surgeon, 
if I am excluded from taking interest in their faces or the rest 
of their bodies, still I insist that they must at least wash their 
eyes thoroughly twice a day. If there is any irritation or slight 
discomfort im the eyes at anytime, a pinch of ordinary table 
salt or even common salt can be added to a little water and the 
eyes washed with that to great advantage. A third of a tea- 
spoonful of salt to a tumbler of ordinary water will make it a 
very soothing and beneficial solution. And a good general 
health, maintained by a hygienic mode of living will be good 
for the eyes, too. And avoidance of dust, smoke, heat and 
glare, or any available protection against them, has its own 
value in the hygiene of the eyes. 


The numerous other intérnal diseases of the eye are 
obviously outside your scope and would naturally be referred 
to doctors or institutions, most competent to deal with them. 
those unfortunately are not yet available to all sufferers in this 
country. But still whatever help you can give them in guiding 
them properly, you will no doubt do.* 


* Summary of a lecture delivered to students and patrons 


of the Lady Reading Health School, Delhi, and health visitors, 
nurses and doctors of Child Welfare Centres. 
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CASE NOTES 


HYPERNEPHROMA OF THE KIDNEY* 
A. V. DAVE, .3.3.s., Bhavnagar. 


A Hindu male, aged 58 came on 10-1-43 for pain along 
the back of right lower extremity for last 9 months. 

History or Onset—The pain started at the back of the 
gluteal region, was constant and dull in character and radiated 
along the course of sciatic nerve. At times the pain was 
burning in character. He said that he had a swelling below 
the left costal margin which he believed to be splenic one as 
he was told so by all the doctors and vaidyas who examined 
him. He was not worried about that swelling as it was there 
for last eight years and never gave him any sort of trouble. 
He lost nearly ten pounds of weight in last two years but 
attributed the same to the repeated family worries. 


Persona History—He was a P.W.D. Inspector in a State 
Railway and had an active outdoor life and never suffered 
from any serious diseases during his lifetime. 


Famity History—Nothing of importance from the view 
point of present illness. 

fairly 
nourished, alert and intelligent no obvious deformity, conjunc- 
tive—pale; nails—pale; teeth, tongue and tonsils—nothing 
abnormal detected; temperature, pulse and respiration—normal. 


Abdomen—There was a tumor coming down nearly 6 
inches below the left costal margin, triangular in shape, smooth 
on surface, dull on percussion, moving up and down with 
respiration. No band of resonance could be elicited. It 
could be moved anteroposteriorly. Liver—not palpable. No 
sign of free fluid in the abdomen. . 

Nothing abnormal was detected in respiratory cardiac, or. 
nervous systems. 

Urine showed a trace of albumin but no sugar. 

I was-not satisfied as to the nature of that swelling being 
splenic one and suggested a detailed examination of urine. The 
patient was so much convinced as to the swelling being splenic 
that he was not prepared for any further investigation ‘and 
went away. 


PROGRESS OF THE CASE 


The patient was under the treatment of a vaid during the 
period 16-1-43 to 21-3-43. On 21-3-43 the patient came direct 
to my dispensary from the train with a bottle full of blood red 
urine. There was no change in physical signs except that the 
patient had lost nearly 7 Ibs. of weight and got slight burning 


sensation during micturition and difficulty in passing urine: 


The patient used to pass long worm-like clots in urine. Urine 
examination: Colour—Port wine with worm-like clots in it; 
specific gravity—1004; reaction—acid; albumin—trace; sugar 
—nil; puscells++. R.B.C. present; a few epithelial cells; 
cast and crystals—nil. 

Plain x-ray of the kidney—Left kidney shadow is enlarged. 
Pyelography recommended. 

Two other medical practitioners and a consultant were 
consulted and the following provisional diagnosis was sug- 
gested :—(a) growth of the left kidney probably of malignant 
nature. (b) sciatica of right side. 


** Read at a clinical meeting of “The Private Qualified 
Medical Practitioners’ Union”, Bhavnagar. 


The sciatica was getting worse daily and for relief the 
patient was given a course of diathermy treatment. On the 
diathermy table the radiologist detected a swelling on the 
back at the level of right sacro-iliac joint. The swelling was 
flat, slightly raised and the surrounding area, warm to touch 
and pulsatile in character. The following possibilities were 
suggested by different medical men:—(1) Malignant growth 
of left kidney; (2) sciatica of the right side; (3) aneurism in 
connection with blood vessel in the region of that swelling. 

22-3-43 to 20-6-43:—The patient was under treatment of 
different Vaids each for fifteen days in rotation who were all 
treating him for swelling in connection with kidney and were 
treating him symptomatically. They all failed to give him 
relief the patient was getting weaker day by day. 

On 21-6-43 a surgeon from Ahmedabad who happened to 
come over here examined the case and diagnosed the condition 
as follows :—Hypernephroma of the left kidney with metastasis 
in the right iliac bone. The bony swelling being very vascular 
was pulsatile in character and the sciatica.was due to the pres- 
sure on the nerves. : 

The diagnosis was subsequently confirmed by the x-ray 
examination. 

X-ray report showed metastases (of hypernephroma) in 
right ileum and right half of the sacrum. Early secondary 
deposits in trochanters of the right femur. 

I-7-43 to 2-8-43—In presence of extensive metastasis the 
operation was thought to be out of the question. The patient 
was given deep-x-ray treatment for primary as well as secondary 
tumour as follows :— 

The left kidney which was the site of primary neoplasm 
was exposed from three different angles to irradiate all the 
fields with equal and proportionate depth doses. The three 
portals were anterior, lateral and posterior. This is also to 
minimize the injury to the skin (if exposed from one portal 
for complete dose) which may be either in the form of exfolia- 


- tion or ulceration. 


Hard rays were needed for this particular tumour and 
hence KVp (kilo volt peak) selected was “200 KVp” (i.e., 
2 million volts peak) and the current exployed was “8 ma” 
(milliamperes). The “have-not” rays, i.c., the -softer rays 
were filtered off by mearis of copper and aluminium filters. 
The focal skin distance was 50 cm. The patient was exposed 
with 250'r’ units Roentgen units of rays) daily with a day 
off at the end of every 6 sittings. The total dose was 4000 ‘r’ 
which was the erythema dose. Similarly the secondaries were 
exposed which were also hypernephromas but in metastatic 
forms. 

At the end of the x-ray treatment the pain in the legs 
completely subsided. The patient was able to walk, there was 
no urinary complaint but in the meanwhile, he began to become 
more weak, lost appetite, looked more anemic and used to get 
nausea and vomiting of nervous type. During this period from 
2-8-43 to 30-11-43 the patient was given nearly 30 injections 
of liver extract, vitamin B: and 12 injectioys of calcium gluco- 
nate. But this was of no avail and the patient expired on 
30-11-43 due to exhaustion. Up to the last the patient was 
conscious without any complications. : 


Ponts OF INTEREST 
(1) A kidney swelling which resembled so much a splenic 
swelling. 
(2) The sciatica should never have been diagnosed until 
all the possibility of pressure symptoms were excluded by 
thorough examination of pelvic organs, 
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(3) As far as possible all the signs and symptoms in a 
patient should be considered together and investigated rather 
than thinking of several conditions at one time. 

(4) In spite of the case resembling a book sictsive, the 
condition was missed by many people probably due to the 
rarity of this disease in general practice. 

(5) Painless hematuria especially in an adult should be 
regarded as most grave symptom demanding earliest and most 
searching investigation. 


GUINEA-WORM INFECTION 
H. MArrra, M.B. 
Imambara Hospital, Hooghly 


k. P. Hindu, male, aged 36 years, Durwan, hailing from 
U.P., and employed in a mill in Champdani, Hooghly, came 
for the following: 

Fevers, gastro-intestinal discomfort, acute synovitis in the 
right knee joint, skin rash and a small ulcer situated over the 
medial and upper part of the right shin. There was one typical 
small blister with a red zone around and a black centre in the 
same region. 

The whole of the limb was swollen and cedematous. 


LABORATORY EXAMINATION 


Blood—marked leucocytosis and cosinophilia. Urine— 
nothing particular. Skiagram of the knee joint—the joint was 
normal. 

Treatment adopicd—(1) Flavine dressings; (2) internal 
administration of prontosil; (3) I.V. trypaflavine and (4) anti- 
strepto-antistaphylococcus serum. 

Progress of the case—Knee joint aspirated and smear 
examination showed red cells and leucocytes. Later on under 
spinal anesthesia right knee joint was aspirated and greenish 
yellow oily fluid about 10 0z. was drawn. The knee joint was 
washed with ether and 2 per cent formaline in glycerine was 
injected. The sinus was explored and a guinea-worm with 
embryo extracted and the wound dressed with flavine and 
rectified spirit. 

Culture of the fluid showed staphylococcus aureus. 


Discussion 


This case demonstrates that guinea-worm infection is 
come across in Bengal, though reported very rarely. From 
the x-ray picture, no conclusion could be drawn though the 
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ulcers, the typical blister and eosinophilia gave us some clue. 
The diagnosis could, however be clinched only after the ex- 
traction of the worm. From a study of this case we can say 
that the infection may be common in a certain season, of the 
year (beginning of rainy season), fresh water crustations are 
abundant in Bengal ponds and Pils although the infection is 
very rare. 

This class of people who invariably take their bath in 
ponds and bils, run the risk of infection in the lower extremity. 


(Continued from column 1, page 165) 
My thanks are due to the members of the Medical Club, 
Medical College, Agra, for their patience in listening to the talk. 
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Dr. S. N. SEN GOLD MEDAL 


In memory of his deceased son, Dr. S, N. Sen, B.sc., M.B. (CAL.), Kaisar-i-Hind of Jamalpur (Dist. Monghyr) E. I. Ry., 
has desired us to announce the offer of a Gold Medal for the best paper to be read at the 1945 session of the All-India 
Medical Conference to be held at Amritsar during Christmas week, on “INTESTINAL OBSTRUCTION AND OTHER COMPLICATIONS 
OF APPENDICITIS, HOW TO PREVENT AND TREAT SUCH COMPLICATIONS AND SAVE THE PATIENTS FROM THE CRUEL SUFFERINGS 


AND DEATH.” 


The undersigned will be pleased to receive six typed copies of articles on the above subject from research workers and 


investigators. 
The last date of receipt of papers will be 30-9-1945. 


23, Hindusthan Buildings, 
Calcutta. 


P. B. Muxeryi, 
Hony. General Secretary, 
Indian Medical Association. 


ne 

he 

as 

ch 

re 

th 

in 

ll 

re 

im 

on 

Sis 

ar 

ay 

in 

ry 

he 

ant 

Ty 

sm 

the 

ree 

to 

tal 

ia- . 

ind 

1a” 

ays 

Ts. 

sed 

lay 

ere 

atic 

egs 

ins 

me 

get 

‘om 

ons 

ntil 

by 


JOURNAL OF THE 


INDIAN MEDICAL ASSOCIATION 
CALCUTTA, MAY, 1945 


PENICILLIN AND SULPHONAMIDES 

Penicillin is now available in India. There need not be 
much jubilation from this piece of information because it will 
be a long time before the practitioners can get it with their 
prescriptions. It will be noticed that the appearance of penicillin 
in India was preceded by a careful and planned propaganda in 
the lay press about the “Wonder drug—panacea of all diseases”. 
The effect on the mind of a certain section of population has 
been marked and penicillin is sometimes suggested by patients ! 
There is no doubt that the discovery of penicillin is a great 
advancement in the history of therapeutics but, we are afraid, in 
our country, the profession will have to use sulphonamides even 
when penicillin in the present form is available in large amount. 
We drew. attention’ to the drawbacks of penicillin some time 
back. It may be emphasised here that with sulphonamides all 
the infections vulnerable to penicillin, except staphylococcal 
infection, can be successfully treated. This statement does not 
include the efficacy of penicillin on syphilis about which favour- 
able results are being reported. If penicillin has the advantage 
of treating staphylococcal infections, the position of sulphona- 
mides in the treatment of acute bacillary dysentery is established. 
Perhaps in our country more people are to be treated for 
bacillary dysentery than staphylococcal infections. For a poor 
country we should remember that sulphonamides are cheap, 
easily available, stored and administered. Penicillin, on the 
other hand, is still difficult to obtain, expensive and requires an 
elaborate arrangement to store and administer. Frigidaire 
being a rare household furniture in this country, the problem of 
even storing it in an ice box with frequent supply of ice especially 
"in the mofussil will give headache to many doctors. Penicillin 
being highly susceptible to heat, the question of sending it by 
post or by ordinary railway train will not arise till a better 
method of “penicillin transport” is organised ¢.g., train, bus or 
a plane fitted with cooling arrangement. These are important 
points in the therapeusis, because potency of penicillin gra- 
dually deteriorates even in room temperature and one does not 
want this valuable drug to come into disrepute due to loss of 
potency during transit. It is worthwhile to investigate how 
the potency deteriorates in the room and outdoor temperature 
of this country. 

It is estimated that on an average, a case requiring penicillin 
therapy will need about 1 million units except for acute 
gonorrhcea, which requires only 100,000 to 150,000 units. At 
Rs 16-0-0 per 100,000 units, a severe septicaemia could be 
- treated for Rs. 160-0-0 or a sulpha-resistant gonorrhcea for less 
than Rs. 25-0-0. Since penicillin is rapidly excreted in the urine, 
the intramuscular injections (preferable than intravenous route 
because of slower excretion and the continuous intravenous drip 
apparatus with cooling arrangement not being available here) 
will have to be repeated every 3 hours, day and night, during the 
period of treatment. ‘Without considering the physical dis- 
comfort, this means more medical expense to the patient. In 
compdrison with the expense of sulphonamides, penicillin is 
still handicapped, if the price does not go down. Though 
penicillin is rapidly excreted, it can be recovered from the urine. 


* Editorial—J. Indian M. A., 18:349, 1944 


Atcheson® cured 3 out of 4 cases of chronic gonorrhea by 
administering the urine solution of penicillin with a duodenal 
tube. Attempts are being made to prepare a salt of penicillin 
which is slowly excreted. It has been found that simultanc- 
ous injection of 6 per cent para-aminohippuric acid’ retards 
the excretion of penicillin. Welch ct al' used commercial 
penicillin incorporated in a beeswax peanut ofl base which they 
call penicillin X. One injection of 100,000 units penicillin 
X cured cases of gonorrhea. If the above experiments are 
successful in other hands, there will be appreciable reduction 
of medical expenses. For us we will have to wait for ample 
supply of this drug even to all the hospitals and its use will have 
to be confined to staphylococcal infections and sulpha-resistant 
organisms. Penicillin as is now available is “imported” penicillin 
and the supply is controlled by the Central Penicillin Control 
Board of the Government of India. We published’ the pro- 
cedure of getting this drug in the provinces but already com- 
plaints are being received about the difficulty of procuring it 
for serious cases. Everybody will agree that such a valuable 
drug is not wasted but the scarcity will continue till the world 
production of penicillin is not increased. 


It may be interesting to review here the world production 
of penicillin. It is well known that the U.S.A. manufactures 
more than 95 per cent of world’s penicillin. According to 
Coghill, America produced 40 10° units in March 1944 and the 
drive was for 20010° units or 9 Ibs of pure penicillin. This 
will be produced from more than a score of plants which have 
been erected at a cost of 20 million dollars and will treat about 
250,000 serious cases per month. About 84 per cent price reduc- 
tion thas been effected in a year in the U.S.A.,due to increased 
production. Total penicillin production in Great Britain is not 
known. A recent press report informed us that the biggest 
penicillin plant was being erected in Liverpool. Mr. Atlee in 
a circulated answer’ in the House of Commons on May 2, 1944 
stated that the Penicillin Trials Committee appointed by the 
Medical Research Council distributed only 500 million units 
upto March 1944 for research in the hospitals at Oxford, 
London and Edinburgh. The remaining and larger part was 
going to the forces overseas. More recently Lancet® observed 
that limited supplies were available to civilians and “this ex- 
tension to civilians has been made possible by the liberal assign- 
ment of American penicillin for our own battle and air raid 
casualties. Production in this country is still limited and practi- 
tioners may feel aggrieved that they cannot yet obtain penicillin 
for patients in their homes.” So it will be a long time before 
there is enough production in Great Britain for export. The 
U.S.A. sent about 1000 million units to the South American 
States? to acquaint doctors and hospitals in that part of the 
world with its use. -The recent arrival of penicillin in our 
country is perhaps due to this policy. 

We have enumerated above some of the drawbacks of the 


-use and supply of penicillin in India. The defect lies more witn 


storage and high cost of treatment. The remedy lies firstly in 
discovery of 4 stable and thermophilic salt of penicillin. In this 


* AtcHeson, D. W.—Military Surgeon, 95:58, 1944 

* Beyer, K. H. et al—J. A.M.A., 126:1007, 1944 

*Wetcu, H. ct al—Ibid., 126 :1024, 1944 

J. Indian M. A., 14:86, 1945 

°Cocuit, R. D.—Chem and Engng. News, April 25, 1944 
* Brit. M. J., 1:674, 1944 

5 Editorial—Lancet, 2:384, 1944 

°U.S.0.W.I. Medical News Letter, No. 47, p. 5. 
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connection, the discovery of Gramicidin S by the Soviet workers 
Gause and Brazhnikova” and Sergiev" is worth taking notice. 
Gramicidin S is produced by an organism belonging to bacillus 
brevis type. This strain is thermophilic at temperatures up to 
60°C. Gramicidin S is a stable compound and the crystalline 
form does not lose any of its antibacterial activity on being 
heated to 160°C. It is effective against Gram-positive and many 
Gram-negative bacteria. Up till now its use has been confined 
only to local application. 

Price of penicillin cannot fall to our level for general 
use unless it is manufactured in India. We quoted Prof. 
Bhatnagar, Director, Scientific and Industrial Research, Govern- 
ment of India, declaring at Bombay on 6th November 1943 
that “organised research will enable the Indian manufacturer 
to put the production of penicillin on a large scale almost 
simultaneously with the American manufacturers”. On 
February 21, 1945, the press reported the following discussion 
in the Central Assembly at New Delhi. 

“Certain preliminary exploratory work on a limited scale 
for the production of penicillin in India had been initiated by the 
supply department but had been held up for lack of adequately 
trained men and properly equipped laboratory facilities”, said the 
Health Secretary, Mr. J. D. Tyson, in reply to Mr. Manu 
Subedar, in the Assembly to-day. Answering a supplementary 
question put by Mr. Subedar, Mr. Tyson stated that the chief 
difficulty in the production of penicillin in India was that the 
import of the basic chemicals and apparatus required for the 
purpose involved about 16 times as much shipping space as 
to import the finished product (A voice: Should we therefore 
depend on foreign imports for all the time?)” 


” Gause, G. F. BRAZHNIKOvA, M. G.—Lancet 2:715, 1944 
Serciev, P. G.—Lancet 2:717, 1944 
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In peace time, it is lack of funds and in war, it is lack of 
shipping space. But none of these arguments were advanced by 
any other government whether of Britain, U.S.A., U.S.S.R., 
Canada or far away Australia with reference to the industries 
in their own country. According to Sir Gilbert Morgan, 
Britain is poor in most minerals except coal and iron and the 
British Government must have been releasing large shipping 
space for importing many heavy minerals into England. Why 
this discrimination in case of India? India’s war effort is no 
mean achievement. Has not India put in this war the largest 
voluntary army of 2,500,000 and sent her sons abroad, who have 
coloured the sands of North African Deserts and Italian vine- 
yards with their blood? It is common knowledge that while 
the activities of the drug industry in our country are being 
restricted in the name of war, with shortage of equipment, coal, 
electricity and gas, the Government of India are encouraging the 
importation of consumers goods in the plea of fighting inflation. 
For the latter there will be no lack of shipping space. Prof. 
Bhatnagar, after his sojourn in fresh and free air of England 
and America, in an address to the annual conference of the All- 
India Manufacturers’ Organisation on February 25 said, “In 
America an Indian feels he must commit suicide for not having 
developed his own country.” We would like to know how in 
India an Indian feels. 

Penicillin, in spite of its values, has certain drawbacks for 
its use in India. It will continue to be a drug for the rich and 
will be an additional source of drainage of national wealth unless 
it is manufactured in India. For the general population of our 
country, i.e., the poor, they have the comfort of getting the 
cheap, easily procurable and administered—the sulphonamides. 
It is doubtful if at any time penicillin can replace sulphonamides 
in the treatment of infections except staphylococcal, unless it is 
made cheap, thermophilic and slow to excrete. 
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CURRENT MEDICAL LITERATURE 
NUTRITIONAL DIARRHOEA 

Aykroyp GopaLan (Indian M. Gas., 80:68, 1945) 
from an investigation of a group of 54 cases of chronic, non- 
infective, non-fatty diarrhoea in the Government Stanley 
Hospital, Madras, write that the condition to which the name 
‘nutritional diarrhcea’ has been given is associated with ema- 
ciation, glossitis, hypochlorhydria or achlorhydria and 
microcytic anemia and seems to be a definite clinical entity. 
It is found more commonly in females than males, and all 
patients belonged to the poorest class, living on rice diets 
deficient in quantity and defective in quality. Nicotinic acid 
by the parenteral route produced striking and rapid improve- 
ment in most cases; nicotinic acid by mouth was less effective 
but was successfully used in mild cases and in severe cases 
after initial improvement had been produced by the intramus- 
cular route. Patients tended to relapse a few months after 
leaving hospital and reverting to their usual diet. 

(Nicotrntc Actp IN TREATMENT OF ANGINA PEcTORIS 

Stoxes (Brit. Heart. J., 6:157, 1944) studied the effects 
of nicotinic acid, nicotinamide, ascorbic acid, a gentian mixture 
and glyceryl trinitrate on 10 patients with effort angina. 8 of 
the 10 patients had cardiac infarction at some previous date 
but sufficient time had elapsed for maximum myocardial 
recovery to occur; 1 of the remaining 2 had hypertension and 
the other with classic anginal attacks had a normal cardiogram. 
All were studied as ambulant out-patients. Clinical examina- 
tion included cardioscopy and cardiography. Each test period 
lasted at least one week, and this was often repeated. There 
was no particular sequence and a placebo in the form of 
ascorbic acid or a gentian mixture was interspersed at intervals. 
Nicotinic acid was employed in doses of 50 to 100 mg. prophy- 
lactically and for the direct relief of the painful attack in some 
of the cases. In all cases during further trial periods it was 
given in regular doses of 25 or 50 mg. up to 200 mg. daily. 
Similarly nicotinamide was given in amounts up to 400 mg. 
in a day. No greater benefit resulted from nicotinic acid or 
from nicotinamide than from a placebo. Changes in the electro- 
cardiogram of cardiac ischemia in man following the admini- 
stration of nicotinic acid suggest that the drug can improve 
coronary blood flow; but this results only from a dosage large 
enough to produce peripheral flushing which in itself is an 
uncertain and unpleasant effect. Once again glyceryl trinitrate 
has shown that it has no equal in the treatment of angina 
pectoris, and nicotinic acid has no claim to routine use in this 
complaint. 

THROMBOPHLEBITIS—MEDICAL TREATMENT 

Duryee (Bull. New York Acad. Med., 20:604, 1944) 
writes that the term thrombophlebitis comprises two processes, 
first a thrombosis and secondly an inflammation and in approach- 
ing this disease from the therapeutic standpoint it is becoming 
more and more apparent that one must decide which of these 
two factors predominates. In case of phlebothrombosis the 
irritative or infectious factor is usually minor and often not 
detectable while in acute phlebitis the thrombotic factor may 
be unimportant with most of the process perivascular. In the 
first instance one finds the so-called red clot or agglutination 
clot loosely attached to the vein wall with long portions 
unattached and in the second instance the white or inflammatory 
clot which is firmly attached to the wall after partially invading 
the various layers of the vein secondarily to the destructive 


process. ‘Though primary thrombotic lesions predispose to 
embolic episodes and inflammatory lesions are less apt to 
evidence such complications both processes are subject to this 
serious complication. Individuals suffering from superficial 
phlebitic lesions usually manifest redness, swelling, increased 
heat, fever, leucocytosis and an increased sedimentation rate 
and those with deep vein involvement may have cold, cyanotic 
extremities due to the secondary vasospasm of the arterial 
supply. In primarily thrombotic lesions evidence to a tender 
cordlike formation along superficial veins or tenderness to 
deep pressure, pain in the calf with forced dorsi-flexion of the 
ankle may be the only symptoms. Oedema is of little value 
in differentiation as it depends on location and degree of 
thrombosis and other complicating factors. Etiology. Age. 
In men thrombophlebitis occurs most frequently between the 
ages 50 and 70 while in women between 40 and 60. Weight. 
Individuals over 200 pounds in weight are several times more 
subject to thrombophlebitis than those under 200. Ser. 
Females are more subject to thrombophlebitis than are males 
(3 to 2); child-bearing is probably the chief cause for this 
difference. Occupation. Persons subjected to work with long 
periods of standing or trauma to the extremities predispose to 
this disease; certain occupations cause disease like methemo- 
globinemia which reduce the nutrition to the vessel wall and 
precipitate arterial and venous disease. Tobacco causes marked 
vasospasm with concomittant reduced blood flow. Surgery. 
From 1 to 2 per cent of surgical procedures have been reported 
as complicated by thrombophlebitis Disease. By and far the 
greatest number of cases of thrombophlebitis are associated 
with or secondary to primary disease. The chief conditions 
are: 1. Cardiac disorders with impaired blood flow to the 
extremities. 2. Infection with secondary vein involvement 
associated with sluggish peripheral blood flow. 3. Varicose 
veins with blood stagnation. 4. Fungus infection at portals 
of entrance for infection. 5. Blood dyscrasias, especially poly- 
cythemia vera and severe anemia. 6. Conditions affecting 
the clotting mechanism of the blood especially those in which 
the prothrombin time is decreased—such conditions may be 
due to many causes such as alterations in mineral balance, 
the K factor, thrombokinase, etc. 7. Cancer with obstruction 
of venous return or by general debility of the patient with 
reduction of blood flow. 8. Dehydration with hemoconcentra- 
tion, 9. Chilling with its associated vasospastic phenomenon. 

Treatment. Prophylactic treatment consists of a careful 
evaluation of the indivduals, adoption of the measures to correct 
the factors mentioned above and the administration of (1) the 
new compounds used so effectively to combat infection, such 
as the sulpha drugs and penicillin and its related substances 
and (2) the anticoagulants, specially heparin and dicoumarol. 
Curative treatment resolves itself into two main divisions, 
surgica¥ and medical, with the two frequently used together. 
Some type of surgery is indicated in patients with an 
accompanying high degree of arteolar spasm and in suppurative 
thrombophlebitis. The principles underlying the medical 
treatment are as follows: 1. Removal of the cause if one is 
known. In those cases where no primary disease can be found 
or where its removal is impossible or must be delayed sulpha 
drugs and penicillin may be used in an attempt to destroy a 
possible etiological factor of thrombophlebitis. Fungus 
infections either primary or secondary which are commonly 
found in majority of patients suffering from thrombophlebitis 
of the lower extremities must be. eliminated before venous 
pathology will permanently clear. 2. Increase of blood flow in 
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the involved area. All methods available should be utilized 
to increase arterial supply and increase venous return. Para- 
vertebral nerve block offers real aid in this problem. However, 
conservative measures frequently can accomplish much. Warm 
moist packs over an extremity in which there is superficial 
phlebitis give quicker relief of pain, reduction of redness and 
swelling and temperature than do the cold or ice packs so long 
used. Reflex heat in the form of warm blankets, hot water 
bottles or electric pads applied to the upper part of the bodies 
will usually produce vasodilatation. Excessive craddle heats 
over the involved extremity are to be avoided as vasospasm 
may result and increased metabolism of tissues with sluggish 
blood flow may cause tissue breakdown with increased pain 
and ulceration. Regarding the position of the extremity any 
position in which cyanosis or rubor are increased or cedema 
aggravated is to be seriously avoided. Drugs play a minor 
role in therapy of this disease. Pain-relieving drugs and 
hypnotics should be prescribed carefully since complete mobili- 
zation resulting from their use may predispose to further 
thrombosis. Vasodilating drugs are relatively inefficient 
though papavarine grain one as advocated by Katz at four 
hourly interval appears to have real value. Whisky and 
aspirin seem to produce the same effect. Mecholyl iontophoresis 
has the same vasodilation effects. Tobacco should be 
eliminated completely. Ergot is likewise contraindicated. 
Blood viscosity can be reduced by injections of tetrathione. 
3. Reduction in the ability of the blood to coagulate. The use of 
anticoagulants such as heparin and dicoumarol will be of much 
help in the medical treament or in conjunction with the surgical 
treatment of thrombophlebitis. In the acute case heparin is 
indicated as its action is almost immediate and its serious effect 
can be eliminated by cessation of the drug. It is expensive, 
difficult to administer by the necessary continuous intravenous 
route and hard on the morale of the patient. Dicoumarol is 
easily administered by mouth (or vein) but requires 48 hours 


to produce its effect on prothrombin activity and has a long _ 


drawn-out effect lasting days. Any serious side effect must 
be counteracted by transfusion of whole fresh blood still main- 
taining thrombokinase or by large doses of vitamin K. 
Litchfield has shown that 64 mgm. of menadione bisulphite 
(hykone) will stop hemorrhage from excessive dicoumarol. 
The best mode of treatment will be to start the therapy with 
both drugs and after 48 hours to discontinue heparin. 
Heparin should be given in average dose to maintain a clotting 
time of between 20 and 30 minutes (the test should be done 
every 4 hours). 300 mgms. of dicoumarol can be given with 
the start of the therapy with 100 mgm. per day thereafter. 
Prothrombin test should be determined daily after heparin is 
discontinued and the daily dose of 100 mgm. discontinued when 
the prothrombin rate increases above 40 second or doubled if 
it decreases towards normal. Anticoagulant therapy should be 
continued as long as active lesions persist and until one feels 
that all danger of pulmonary embolism has ceased if the pro- 
thrombin time remains within safely controlled limits. The 
latter test must be done daily but at least 10 days after 
dicoumaral has been discontinued. 4. Prevention of embolism. 
The medical care as outlined above, specially with the use of 
anticoagulants will go a long way in preventing this serious 
complication. What is more important is the recognition of 
mild embolism and the institution of active therapy, medical, 
surgical or combined against further episodes. 5. Prevention of 
awdema in thrombophelebitis is of two-fold importance: first, 
cedema means stasis and this may be the ground work for 
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further extension of the process; secondly, the prophylaxis of 
chronic lymphcedema is the elimination of the process causing 
it as rapidly as possible. When at rest sufficient elevation 
must be used to prevent swelling and with the resumption of 
activity swelling must be prevented by adequate support. 


SurcicAL TREATMENT OF THROMBO-EMBOLISM AND 
ITS SEQUELAE 


Taxats (Bull. New York Accad. Med., 20:623, 1944) 
gives in the following lines the summary of his observations: 

The factors responsible for the intravascular clotting of 
blood must be always considered and controlled even if surgical 
measures are indicated. These measures, therefore, constitute 
only one phase of treatment. The surgeon must try to acce- 
lerate retarded venous return, not operate in the presence of 
sensitization phenomena, and attempt to control the clotting 
mechanism by anticoagulants. The distinction between infec- 
tious thrombophlebitis and aseptic bland phlebothrombosis is 
not always possible. Both may exist simultaneously in the 
same patient. The segmental localization of thrombi is often 
determined by mechanical impediments of blood flow, pro- 
duced by ligaments, tendons or angulations. Thrombi are well 
recognizable in the saphenous, plantar, deep lower leg, ilofe- 
moral and pelvic veins and their treatment does depend on 
their location. Paravertebral sympathetic block is used in 
acute and chronic iliofemoral thrombosis exhibiting vasospasm. 
Sympathetic ganglionectomy for venous thromboses of the extre- 
mities and their sequelz has not been especially helpful. Division 
of the superficial femoral vein in cases of thrombosis of the lower 
leg is an excellent procedure. It not only prevents more 
emboli from this source but inhibits the development of an 
ascending thrombosis with permanent cedema. Divisions at a 
higher level have not yet been routinely adopted, since anti- 
coagulant therapy seems at least as efficacious and probably 
not as productive of late cedema. Excision of thrombophlebitic 
indurations and ulcerations followed by a split-thickness skin 
graft is very useful. The surgical treatment of pulmonary 
embolism is most rarely indicated but in the slowly fatal cases 
may save a life. 


CASTRATION OR QOESTROGEN THERAPY IN PROSTATIC CANCER 


It is certain that in many cases of prostatic cancer 
symptoms can be temporarily alleviated by castration or the 
continued use of cestrogen. The purpose of castration in this 
disease is fundamentally the same as that of giving cestrogen— 
namely, to reduce the supply of testicular androgen on which 
the prostate chiefly depends for its activity. In health, although 
the prostatic epithelium and seminal fluid are rich in acid 
phosphatase, the enzyme is not found except in very small 
quantity in the bloodstream; and this is true also in early 
cases of prostatic cancer. With more extensive growths, 
especially when there are metastases in the bones, acid phos- 
phatase usually appears abundantly in the serum where its 
presence facilitates diagnosis and provides means whereby the 
progress of the disease may be followed with an approach to 
exactitude. Apparently the presence of 5 or more units of 
acid phosphatase in 100 c.c. of blood-serum is almost pathagno- 
monic of prostatic cancer. Castration or administration of 
cestrogen, causes an almost immediate drop in the serum 
phosphatase, whereas androgen causes a prompt increase. 
Castration eliminates the main source of androgen, while 
arrests its output from the testicle by inhibiting the supply. of 
gonadotropin from the pituitary; also oestrogen may perhaps 
act to some extent as a direct antagonist of androgen. The 
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effect of oestrogen on the pituitary is temporary and reversible; 
so continuity of treatment is essential ; and some inconveniences 
are apt to accompany the continued use of oestrogen. The 
relative values of the two methods which have been determined 
by Dean and others (31 cases treated with castration and 29 
with stilbcestrol) are as follows: Both methods gave immediate 
and striking result and this improvement was brought more 
quickly by castration than by cestrogen therapy. Relapse was 
not uncommon but it was invariable and the arrest of cancer 
was seen more often with stilboestrol than in those who had 
castration and the former method has been selected by the 
authors for routine use (Lancet, 1:56, 1945). 


Tue Importance or Latent HEPAtiIc 


Witensky (4m. J. Sury., 65:321, 1944, Ref. Am. J. 
Dietetic A., 21:36, 1945) observes that operation upon the gall- 
bladder and biliary tract is sometimes disturbed by encountering 
evidences of previous liver disease, usually a form of chronic 
productive interestitial fibrosis. Suspected liver changes may 
contraindicate an operation of an elective nature and in com- 
pulsory operation would demand strong precautionary measures 
to prevent postoperative hacmorrhage, careful selection of anacs- 
thetic, and a different plan of operative procedure in order to 
obviate or lessen untoward postoperative manifestations. Pre- 
cautionary measures include an adequate supply of carbohydrate, 
an abundant supply of protein in the diet or by transfusions of 
whole blood or plasma and the use of aminoacids to counteract 
the usual state of inanition (hypoproteinaemia), and the use of 
abundant supplies of vitamin B. 


Tue Use ANp ABUSE OF NASAL VASOCONSTRICTOR MEDICATIONS 


(J. A. 127:307, 1945) writes that the 
primary vasoconstrictor action of sympathomimetic drugs is 
usually followed by secondary vasodilatation. This secondary 
dilatation is influenced mainly by the type and amount of the 
drug and the sensitivity of the individual vasomotor mecanism 
and the addition of antiseptics, particularly sulphathiazole solu- 
tions (which increases the irritant properties without 
compensatory therapeutic benefits). Judicious use of vaso- 
constrictive medications is indicated in surgical, manipula- 
tive and displacement procedures and in some acute nasal in- 
fections, notably acute sinusitis. The indiscriminate use of this 
medication in acute rhinitis lengthens the course of infection and 
increases the incidence of sinus and otitic complications. Vaso- 
constrictor drugs may of themselves produce a vasomotor 
rhinitis indistinguishable from that due to allergy. Vasomotor 
rhinitis, allergic in origin, is made more severe by constricting 
medication. The use of vasoconstrictive drugs in chronic 
obstructive pathologic conditions adds the factor of secondary 
congestion to the obstruction already present. 


HAEMATOLOGY OF THE NEW-BorN 


Muxkuerjee (Indian J. Pediat., 11:126 & 147, 1944) writes 
that studies in hematology of the new-born has seldom shown 
uniformity in findings ; several observations have been recorded in 
the literature, but each appears to be different from others, 
except probably a general agreement on certain broad principles. 
The differences may be due to a lack of standardised method in 
the hematological technique adopted by different workers, yet 
all the discrepancy cannot be accounted for by this alone. 
Certain physical data like the latitude of the place of investiga- 
tion, altitude above the sea level, temperature and humidity 
should also be considered in interpreting the difference in 
results, 
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The finding of polycythaemia in the new-born infants is 
in general agreement. The cause of this is not far to seek. 
The sluggish placental criculation, the lowered oxygen tension 
of the blood and the comparatively large body surface of the 
foetus should be enough to explain the raised level of the red 
cell count at birth. Lee is of opinion that there must be 
other factors besides the lowered oxygen tension in intrauterine 
life to explain the blood picture of the new-born. 

The increased hemoglobin content of the blood of infants 
at birth is mostly explained by the state of polycythemia 
although several workers on the subject have observed a high 
mean corpuscular hemoglobin value in addition. The present 
study does not corroborate this latter finding. It was found that 
the high hemoglobin value was only a relative condition due to 
an increased number of red cells in the circulation. 

The cell volume in the new-born is higher than the adult 
value. This, in the opinion of some writers, is to a great extent 
due to increase in the size of the individual corpuscles. The 
results of the present investigation suggest that the mean 
corpuscular volume in infants is well within the range of 
normal figures provided the subject is not markedly premature. 
In fact, it was found that greater the degree of prematurity 
larger was the volume of the red-cells in the circulation. It 
was observed that both the increased hemoglobin content and 
the high cell-volume figures were proportionate to the degree 
of polycythemia present. 

After birth there is a progressive decline in the red cell, 
hemoglobin and cell-volume values though even on the ninth 
day of the extrauterine life of the infant these are appreciably 
higher than the adult figures. This is probably due to a propor- 
tionately bigger body surface in the infant than in the grown up 
individual. The depression in hemoglobin, red blood corpuscle 
and packed cell-volume is usually not attended with any altera- 
tion in the mean values for corpuscular hemoglobin and the 
size of the red blood cells. 

However, any condition which interferes with the normal 


~ wration of the placental blood causes an increase in the initial 


polycythemia at birth with a concomitant reflection on the 
hemoglobin values and cell volume findings. This was observed 
in mild degrees in babies born of toxaemic mothers and to a 
marked extent in aphyxiated infants. The mechanism is com- 
pensatory in nature and does not require a far-reaching 
explanation. Maternal deficiency in extrinsic or intrinsic 
hzmatinic factors do not appear to be considered at all by the 
fetus during its intrauterine life. It draws all that it needs 
from the mother for the building up of its blood components, 
irrespective of what happens to its host. During the neonatal 
life, however, when this forced extraction of essential hematinic 
ingredients suffer depletion, the foetus may show signs of 
impaired bone-marrow activity. A definite tendency towards 
this was observed in the small series of cases referred to in 
this paper. 

The premature infants too show a degree of polycythzmia 
with increased hemoglobin and hematocrit figures at birth but 
the extent of these is muct lower than in normal infants. 
It is difficult to say what actual factors are responsible for this 
deficient hzmoglobinisation of the blood. The corpuscles in 
premature infants are bigger than the normal but the hemoglobin 
saturation of the individual cell is less. Is it merely an expres- 
sion of the normal function of the bone-marrow which has not 
reached its full state of development? Or is it due to the inability 
of the premature foetus to draw upon all the essential hematinic 
clements from the mother? It is evident, however, that prema- 
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ture babies as a rule, have a fair number of immature and 
incompletely hemoglobinised red blood corpuscles. Where iso- 
immunisation of the red cells of the foetus has been the cause of 
premature delivery such a finding may be expected. But all 
premature births are not the result of the Rhesus factor dys- 
crasia. During the course of intrauterine life of the fatus 
gradual centralisation of the haemopoiesis function takes place 
so that after birth extramedullary hamopoiesis is almost non- 
existent. This process of centralisation is accompanied by a 
functional organisation of the “blood centres” of the bone- 
marrow. This is quite evident from a study of the bone- 
marrow pictures during different periods of the life of the 
foetus. Deficiency in the functional evolution of the medullar 
hamopoiesis due to prematurity of the foetus seems to be a plaus- 
ible reason for the presence of the type of redblood cells as 
is found in infants born before term. Further, a study of the 
hematology during the early neonatal life of such infants 
suggests a deficiency in the reserve store of iron-pigments in 
them. It is quite possible that the premature birth has been at 
least partly responsible for not allowing the foetus to store as 
much iron as may be necessary for the normal activity of the 
blood forming organs. This can be definitely ascertained by 
estimating the iron content of the tissues of the premature 
foetus. The results of the present investigation suggests only 
a theory which can be proved only by the work of the bio- 
chemists and_histologists. 

SumMmary—(1) Hematologic investigation of 223 new- 
born infants are recorded. (2) The average value for hemo- 
globin, redcells count, cell volume, mean corpuscular volume 
and mean corpuscular hemoglobin at birth in normal infants 
were found to be 18-73 gms., 6:74 millions, 57-2 per cent, 85-7 
cm. and 28-1 yy respectively. (3) The difference between the 
blood and capillary blood findings at birth has been noted. (4) 
The asphyxiated infants and babies born of toxzmic mothers 
showed increased red blood cell, haemoglobin and cell volume 
figures. (5) A study of the blood picture of premature 
infants and babies born of anzemic mothers is also included and 
compared with normal findings. (6) A summary of reticulo- 
evte count and abnormal red blood corpuscles is also given. 


CALCIFICATION OF CEPHALHAEMATOMAS OF NEWBORN 

Morcan (Am. J. Obst. & Gynec., 48:702, 1944) writes 
that cephalhematomas of the new born infant are localized 
collections of blood beneath the periosteum of one of the bones 
of the cranial vault. They may be single or multiple. The 
entire periosteum covering the cranial bone is elevated. The 
swelling appears the first or second day after delivery and 
usually absorbs rapidly after the first week of life. Most of 
them are completely abosrbed by the third week. The 
common plan of treatment is one of conservatism. An appre- 
ciable number calcify, forming a more or less permanent 
deforming lump on the child’s head. While this lump is of 
importance only from the cosmetic standpoint, it causes the 
parents great concern. Ii absorption has not taken place by 
the end of the second week, the contents have usually liquefied 
and can be easily aspirated. If a fairly large bore needle is 
introduced beneath the elevated periosteum, from 10 to 40 c.c. 
of thick bloody liquid can be withdrawn. The cyst then 
largely collapses; the small amount of remaining contents 
rapidly absorbs and permanent deformity is prevented. If an 
aseptic technique is used, infection does not have to be feared. 
In the past five years Morgan has routinely aspirated those 
cephalhematomas which did not absorb rapidly and has had no 
complications, 
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NOTES AND NEWS 


INDIAN PHARMACOPOEIA SUPPLEMENT 


The Government of India decided to issue an Indian Supple- 
ment to the British Pharmacopoeia which will include a list 
of drugs in use in India which although not included in B.P. are 
of sufficient medical value to justify their inclusion in an 
official pharmacopoeia and to recommend what standards should 
be prescribed to secure uniformity and what lists should be 
applied to establish identity and purity. To help in the com- 
pilation of such a book the Govt. of India appointed a com- 
mittee of experts consisting of Col. R. N. Chopra (Chairman), 
Proi. B. N. Ghosh, Dr. P. Kutumbia (Vizag), Dr. B. N. 
Prosad (Patna), Dr. B. B. Dikshit (Bombay), Dr. A. K. Sen 
(1.M.A.), Mr. M. L. Shroff, Prof. Sudhamoy Ghosh, Mr. A. 
F. MacCulloch (Secretary, D.J.A.B.), Mr. S. N. Bal (Ind. 
Museum), Mr. R. N. Nabar (Delhi) and Dr. B. Mukherjee 
(Biochem. Standardisation Lab.) 

The Committee first met at Delhi in October, 1944, to dis- 
cuss the preliminaries. Recently the Committee met in 
Calcutta and it appears much progress has been made in this 
direction. It is understood that as many as 50 monographs on 
Indian drugs or substitutes for imported drugs have been made. 
This work when completed will form the first authoritative 
Indian Supplement to the British Pharmacopoeia, which it is 
expected will not only help in the better utilisation of Indian 
drugs and their substitutes but also will act as a definite stimulus 
to the further growth of Indigenous Drug Industry. 


MEDICAL COUNCIL OF INDIA 


It is understood that Dr. V. Govindan Nair, M.R.c.P. (EDIN.), 
F.RF.P.S, (GLAS.) and Dr. Satagopan, M.D. are contesting in 
the ensuing election to the Medical Council of India from 
Madras. 


CENTRAL ASSEMBLY QUESTIONS 


The following extract of the proceedings of the Central 
Assembly regarding underground women miners, penicillin and 
quinine published in the Amrita Basar Patrika on 21-2-45 will 
be of interest to the members: 

What specific arrangements have been made for the care of 
infants and children of women miners working inside mines and 
the surface?—asked Mrs. Subbarayan. 

The Labour Member Dr. Ambedkar said: No specific 
arrangements have so far been made, but at a few mines creches 
female attendants have been provided and in some collieries 
child clinics exist where milk is distributed to miners’ children. 
The question of requiring provision of creches is at present 
under the Government considerations. 

Mrs. Subbarayan in a supplementary asked whether the 
Government would prohibit the employment of women under- 
ground until definite steps had been taken for the proper care 
of their children. The Labour Member explained it was 
difficult to ascertain the magnitude of the problem raised and 
whether there were women employed who had suckling babies 
and so on. 

Mr. Manu Subedar: Why not prohibit the employment of 
women until arrangements were made for their children? 

Dr. Ambedkar: If that was the only alternative, that 
proposition might be considered. 

Mrs. Renuka Ray asked whether it was not a fact that 
creches functioned only when visitors went on conducted tours 
of the mines or inspectors came on appointed days. 
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Dr. Ambedkar asked how the questioner knew this when 
she had not visited the mines herself. 

Mr. N. M. Joshi informed the Labour Member that she had 
visited the mines recently. 

Mrs. Subbarayan asked whether four weeks’ absence before 
and after delivery was not found insufficient to give adequate 
relief to women miners. 

Dr. Ambedkar said the question of increasing the period 
before delivery in respect of women employed underground was 
under consideration. 

Mrs. Ray asked whether the Hon. Member was aware that 
there had been cases of children being born underground. 

Dr. Ambedkar: I have no information. 

Mrs. Ray: Would he take steps to prevent them? 

Dr. Ambedkar said if the questioner would refer him to 
specific cases he would make enquiries. 

Mrs. Ray undertook to furnish details. 

* * * 

Certain preliminary exploratory work on a limited scale 
for the production of penicillin in India had been initiated by 
the Supply Department but had been held up for lack of ade- 
quately trained men and properly equipped laboratory facilities, 
said the Health Secretary Mr. J. D. Tyson in reply to Mr. 
Manu Subedar in the Assembly. 

Answering a supplementary put by Mr. Subedar, Mr. Tyson 
stated that the chief difficulty in the production of penicillin in 
India was that the import of the basic chemicals and apparatus 
required for the purpose involved about 16 times as much 
shipping space as to import the finished product (A voice 
should we therefore depend on foreign imports for all time?). 

* * * * 

Mr. Tyson informed the same member that quinine pro- 
duction had been increased from about 70,000 Ibs. to over 90,000 
Ibs. a year. In addition, approximately 2,500 acres had been 
planted by short term production scheme. Arrangements had 
been made for the planting of an additional area of 1,390 acres 
in 1945 and a further area of 1,000 acres in 1946. A scheme for 
vegetative reproduction of a large scale was being undertaken 
in order to improve the outturn from existing plantations. 

The Government of India’s stock of quinine before the war 
stood at 90,000 Ibs., the total amount imported after the out- 
break of war to meet civil requirements was about 2,70,000 
Ibs. Out of this, 2,06,000 Ibs. had so far been distributed to the 
civil population of India through Provincial and State 
Governments. 

ROYAL COLLEGE OF PHYSICIANS OF LONDON 

The following amongst others having satisfied the censors 
board were elected to the membership :— 

1. Dr. M. P. Bhagat, m.p., Bombay, 2. Dr. P. K. Chatto- 
padhyay, Calcutta, 3. Dr. H. S. Khadheria, Bombay, 
4. Dr. J. K. Mehta, u.p. Bombay, 5. Dr. A. B. Mukerjee, 1.p. 
Calcutta, 6. Dr. S. M. Shah, m.z. Bombay, and 7. Dr. 
Rathnavelu Subramaniam, Madras. 

CONFERENCE OF THE ALL-INDIA MEDICAL 
LICENTIATES’ ASSOCIATION 

The following is the summary of the Presidential Address 
delivered by Rai Saheb Dr. Manoharlal Kapur before the 33rd 
Conference of the All-India Medical Licentiates’ Association at 
Calcutta, on 31st March, 1945: 

1.A.M.C.—“It would indeed be a bad day for organised 
Medicine if it subordinates its functions of Mercy to political 
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issues, and that it was in conscious fulfilment of this ideal the 
Association has been exhorting the licentiates to join the 
1.A.M.C. in increasing numbers. So far as the licentiates are 
concerned there is no other practical way of consolidating their 
position than by realising the intrinsic values of the T.A.M.C. 
Tf at the time of demobilisation the number of licentiate com- 
missioned officers is equal to or greater than the graduate com- 
missioned officers, our main demands would be automatically 
conceded and the Government would have no valid excuse to 
perpetuate our sfatus quo ante.” Referring to the criticisms 
that there are still some differences between graduates and 
licentiates in the I.A.M.C., he said, “Tn the last war the graduates 
were started as Lieutenants. In this war the licentiates are 
given the like position to start with immediately after training 
in an Army Medical Training Centre. This by no means indi- 
cates individuousness. What the graduates have to day they 
have earned by devoted service. The licentiates too could earn 
what they had earned. It is a question of time between two 
equals and not a demarkation between them. Equality can by 
no means be rendered in terms of equation to the last decimal 
point. Equality of opportunity is what is meant when we say 
there must be equality. It is because this word is not under- 
stood in this natural sense, the graduates think we overstate 
our claims and the licentiates feel disappointed.” 


Post-war Reconstruction—“Those who are qualified to ex- 
press their views have said that the health of our people are 
much below the mark, due not a little to lack of employment, 
lack of food, lack of clothing, lack of Public Health amenities 
and, next only in importance, lack of medical relief on a scale 
within the reach of our people. Therefore it is a safe conclusion 
to make that Public Health and Medical relief have to be 
planned not as isolated items of work but as organically related 
to other national problems.” Regarding proposals of the 
Planning Committee, he said that it would be vain and fruitless 
to indulge in academic disputation about them and that what 
was more important was to get something moving aiming at 
the more important targets, like pure water supply in rural 
areas, prevention of epidemic and endemic diseases by appro- 
priate public health measures, proper distribution of cereals and 
protective foods through State organised marketing boards and 
extension of medical education and public health, and medical 
research. As for medical relief itself, he said, we have to 
choose the best from each system and produce an effective and 
workable combination of state medical service, different types 
of compulsory health insurance—industrial, municipal, state and 
voluntary—and private medical service, to the utmost possible 
extent. 

One Medical Service—“Any large scale planning of medical 
relief such as is intended for the post-war period”, he pointed 
out, “could only be worked satisfactorily by changing the pre- 
sent format of the State Medical Service which is now divided 
by castes and compartment”. He hoped that the Provincial 
and the Central Governments would recognise the unfairness of 
the present arrangements which have caused and are causing 
discontent and frustration in the profession, and bring into effect 
an unitary type of medicai service in all the provinces with 
equal opportunities for all medical men, who choose service, 
for work and recognition. 


Share in Administration—Adverting to the chances given 
to the licentiates to share administrative work and responsibility, 
he regretted that they were not given any chance at all to rise 
to administrative positions. The Association felt that the 
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licentiates should be closely associated with medical administra- 
tion so that their interest may be safe-guarded and their views 
find proper discussion and attention from the administrative 
points of view. 

One Medical Organisation—He said that there is no use 
tackling the question of amalgamation of the Licentiates’ Asso- 
ciation with the Indian Medical Association on an emotional or 
sentimental basis. He assured the profession that it is not the 
big financial assets of the Licentiates’ Association that stand in 
the way of amalgamation. The need for amalgamation was 
there. But the main causes of delay were the feeble and fickle 
grappling of the problems that directly affect the licentiates by 
the Indian Medical Association. “If these are resolved by 
mutual agreement and corresponding action nothing else would 
or could come in the way of ‘putting our heads together and 
joining hands’, as Dr. Jivraj Mehta said in his recent Cawn- 
pore address at the last plenary session of the I.M.A.” 


THE SCOPE AND FUTURE OF PHARMACOLOGY 
IN| INDIA 

The following is an abstract of the presidential address, 
Section of Physiology, Thirty Second Indian Science Congress, 
Nagpur, 1945 by Dr. B. Mukerji, p.sc., M.D, F.N.1: 

Pharmacology or the science of the action of physico- 
chemical agents on ‘living things’, is simultaneously one of the 
oldest and also one of the newest of sciences—oldest because 
its primitive beginnings may be traced several hundred years 
back to the time when medicine and pharmacy began to emerge 
from the cults of magic and mysticism, newest because its aim, 
scope, methods of work and fields of application are only taking 
concrete shape in the 20th century along with modern develop- 
ments in the fields of chemistry, pharmacy, physiology, pathology, 
bacteriology and clinical medicine. It is a borderline science 
between medicine and chemistry and as such, it is in a position 
to borrow freely from the recent advances of both the sciences 
to enrich its own storehouse of information, and transmit its 
inspiration and accumulated knowledge to the progress of both. 
This peculiar midway position of pharmacology has been 
responsible for a certain amount of misconception about its 
rightful place amongst the modern medical sciences and also 
about its encompassing sphere in the closely allied fields of 
physiology, biochemistry and pharmacy. This is largely due to 
the poor status given to this subject in India and an improper 
appreciation of the ‘goods that it can deliver’. It is an old 
saying, abundantly justified, that where sciences meet, new 
concepts of fundamental importance may arise leading to many 
fruitful discoveries. Because pharmacology has to work in 
the frontiers of the two most virile sciences of medicine and 
chemistry, its potentialities are immense, and if properly cuiti- 
vated, this would lead to many successful results in mankind's 
fight against germs and discases. 

This is already evident from the results achieved during 
the last 30 years of this century. In every aspect of the 
mitigation, prevention, diagnosis and cure of disease, pharma- 
cology has helped by the elaboration of new medicinal agents. 
Almost all the new drugs that are now employed for the 
treatment of such diseases as malaria, kala-azar, leprosy, dysen- 
tery sleeping sickness, syphilis, gonorrhoea, pneumonia, diabetes, 
anemia and many other diseases caused by microbes, have come 
through investigations in which pharmacology has played a 
prominent part. Without the aid of pharmacological research, 
there is hardly any possibility of discovering drugs for such 
diseases as cancer, tuberculosis, typhoid, cholera, rheumatism, 
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filariasis, etc., for which we possess no remedy to-day. Pharma- 
cology has many other important applications also in the fields 
of hygiene and public health, in drug addiction problems and in 
mental diseases, in veterinary medicine, dentistry, agriculture, 
pest control and chemical warfare. Its most important applica- 
tion however is in the field of drug and cosmetic industry. 

In India, the study of pharmacology, both in its pure and 
applied sides, have been very badly neglected and this has its 
repercussions on medical teaching, medical research and on the 
future of Indian drug industry. Neglect of pharmacology 
teaching in the medical colleges has resulted in the production 
of many unprincipled medical graduates who are not fully 
conversant with the modern scientific trends in medical practice 
and in the rational use of drugs, the most important ‘tools’ of 
the practising physician. Frank abuse of drug therapy is there- 
fore more conspicuous by its presence than absence in India, 
resulting in many preventible sufferings to the patients and 
public. What is true in regard to the teaching of medical 
students is true of students of dentistry, pharmacy and veterinary 
science. Pharmacology lays the basis not only for ‘therapeutics’ 
in the department of medicine, but also for the work of the 
anesthetist, the ophthalmologist, the obstetrician and others. 
Pharmacology teaching should therefore be improved in India 
without delay. 

In the field of medical research, the emphasis even during 
the early years of the 20th century had been towards the study 
of morbid pathology and bacteriology and not to the human 
system and its reactivity to chemical agents as such. With 
the modern knowledge of hormones and vitamin deficiency 
diseases, a re-orientation in outlook is setting in and increasing 
attention is being given to the better understanding of the soil 
on which micro-organisms grow rather than on the parasites 
invading the system. Pharmacology aided by chemistry holds 
the key to the discovery of new chemical agents for counteract- 
ing diseases and therefore should be properly cultivated in this 
country, if we intend to fight the many tropical diseases com- 
mon in India. 

In the field of drug industry, pharmacology’s services are 
outstanding. Without its help, no chemical compound, ela- 
borated cither from natural sources or prepared synthetically 


.in the laboratory, can hope to be employed in the treatment of 


disease in human beings. Because pharmacology was not 
supported so long, Indian drug industry could not discover 
any new drugs inspite of the fact that Indian Chemistry is now 
fairly well developed and organised. In the discovery of new 
drugs, there should be a collaborative effort between 4 im- 
portant sciences, ¢.g., Botany, Chemistry, Pharmacology and 
Clinical Medicine. No scientist, however capable he may be, 
is in a position to undertaking the task of evaluation of a new 
drug single-handed and all the above scientists must work in 
conjunction, as in a team, to achieve success. This is the way 
by which all the life-saving drugs that we possess to-day were 
discovered by scientists in Germany, Great Britain and America 
and this scheme should also be followed in India. Piecemeal 
research by isolated workers without adequate facilities would 
be of no avail in the most difficult work of discovery of new 
drugs. 

The writer therefore suggests the establishment of a new 
‘National Institute of Drug Research’ where specialists in the 
four sciences of Botany, Chemistry, Pharmacology and 
Medicine would have opportunity to work together under the 
same roof and under on unified direction and control of a 
leading scientist of all-India calibre. He also suggests the 
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organisation by the Indian Medical Association or the Indian 
Medical Council of a ‘Therapeutic Trials Committee’ and 
another body such as the ‘Council of Pharmacy and Chemistry’ 
of America for the adequate recognition and acceptance by the 
medical profession in India of new drugs that are being produced 
or going to be produced in the near future. If these steps are 
taken, and if drug adulteration and drug faking in all its aspects 
are completely rooted out by the early functioning of the Drugs 
Act, 1940, and the immediate establishment of the Central 
Drugs Laboratory, there is every hope that the drug situation 
and drug industry in India will improve. Along with this, the 
too frequent and exaggerated advertisements of proprietary 
remedies should also be strictly controlled, as this constitutes a 
substantial public evil by encouraging medication without con- 
sulting a doctor. Such measures are bound to lead ultimately 
to better public health, national welfare and national fitness. 
This, in its turn, will raise the industrial status of India and 
may transform India from a ‘drug importing to a ‘drug export- 
ing’ country of the world. With India’s wealth of crude drugs 
and the scientific talent now available, such a future is well 
within her reach and cannot be considered to be an ideal dream 
only. 


PENICILLIN SUPPLIES FOR PUBLIC 
Since the publication of the sources for obtaining supply 
of Penicillin in page 86 of the January issue we have been 
informed that Messrs. May & Baker (India), Ltd. are also 
holding stocks of the same. 


BENGAL COUNCIL OF MEDICAL REGISTRATION 


The following is a list of nominated and elected members 
of the Council of Medical Registeration, Bengal: 


Colonel W. E. R. Dimond, ¢.L£., 0.B.E., LR.GS., 
DP.H., L.M., UM.S.—President; Rai Bahadur Dr. B. M. 
Dasgupta, L.M.P., F.s.M.F.; Dr. A. K. M. Abdul Waheed, s.sc., 
MB, M.RGP., F.RF.P. & S., F.S.M.F.; Khan Sahib Dr. Kabir 
Hossain, M.b., D.1.M., F.S.M.F.; Dr, Bidhanchandra Roy, B.A, 
M.D., D.SC., M.R.C.P., F.R.CS., F.S.M.F.; Drs. M. N. Bose, M.z., 
F.S.M.F.; K. V. Krishnan, M.B., B.S., D.B., M.R.CP., D.SC., 
F.N.1; .Rai Bahadur Dr. A. R. Majumdar, M.B., F.S.M.F.; 
Drs. S. Ray, BSC, B. C. 
Chatterjee, Um.s., p.t.M.; Altafuddin Ahmed, M.B., D,T.M.; 
Md. Abdul Karim, m.s.; Md. Khabir, m.s.; Major J. H. 
Caverhill, 1m.s.; Drs. J. P. Datta, M.B., M.R.c.0.G.; Anathbandhu 
Ray, M.s.; Praphullachandra Bir, M.B.; Prabodhkumar Guha, 
M.B., M.R.C.S., D.O.M.S.; Tinkari Acharyya, M.B.; Basantakumar 
Ghosh, M.n., p.1.M.; Santoshkumar Chatterjee, M.B., F.R.CS.; 
P. Ray, M.B., F.R.F.P. & s.; Amulyadhan Mukherjee, 
Khakendranath Basu, L.M.F., Amritanath Ray, B.A., L.M.F. 

The last nine are elected members. One of the seats 
(a representative from the Medical College, Calcutta) is now 
vacant. 


THE OPHTHALMOLOGICAL SOCIETY OF BENGAL 

At the fourth annual general meeting of the Ophthalmo- 
logical Society of Bengal, held on 2-3-45 with Dr. B. N. Bhaduri 
in the chair the following office-bearers and members of the 
executive committee were elected: 

President—Dr. B. N. Bhaduri; Vice-Presidents—Mr. T. 
Ahmed, and Capt. E. J. Somerset; Hony. Secretaries—Drs. 
P. K. Guha and B. K. Das Gupta. Hony. Treasurer—Dr. N. K. 
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Munshi. -Wenbers of the Committee—Capt. K. L. Sen and 
Capt. S. C. Dutta; Drs. S. K. Bagchi; M. Sen Gupta; B. B. 
Ghosh; K. D. Saha and R. K. Pal. Hony Auditor—Mr. A. 
Rashid. 


MEDICAL ADVISORY BOARD: KASTURBA 
GANDHI] NATIONAL MEMORIAL FUND 


The Advisory Medical Board of the Kasturba Gandhi 
National Memorial Fund held its first sitting on 18-2-45 in 
Sevagram. Besides Dr. Jivraj Mehta, Chairman of the Board, 
who presided, the members present were, Dr. M. D. D. Gilder, 
Dr. T. S. S. Rajan, Dr. R. H. Bhadkamkar, Dr. B. C. Das 
Gupta, Dr. Mrs. Nalini Appa Saheb Pant, Dr. Hariprasad V. 
Desai, Dr. Jai Soorya Naidu, Dr. Dinshaw Mehta, Dr. Mrs. 
Soundaram Ramachandran, Dr. Gurupadam, Shri Gune Shastry, 
Dr. Manubhai Trivedi, Dr. Miss Sushila Nayyar (Secretary). 
Drs. Tuli, Director of Public Health, C. P., Choube, Civil 
Surgeon, Wardha, and Miss Alankaram, Superintendent, 
Dufferin Hospital, Nagpur, were present by invitation. Among 
those who had sent messages of regret at being unable to attend 
were Dr. B. C. Roy, Dr. Mrs. Muthulakshmi Reddy and Sir 
Mangaldas Mehta. 

Dr.Jivraj Mehta in his opening address laid stress on two 
points which were dear to Gandhiji’s heart; that all medical 
relief under the scheme should be fully in rural areas and that 
the various systems of medicine should strive to bring to the 
villager the cheapest remedies possible and obtainable in the 
village environment. The Sevagram Ashram would conduct a 
model maternity and child welfare centre in Sevagram and it 
was Gandhiji’s wish that the progress of this centre should be 
studied before such institutions were started in other rural areas. 


The Board then took up the question of the procedure to be 
adopted by it for the work before it. The Board framed certain 
rules for the conduct of its meetings and for the work before it. 
After Dr. Sushila Nayyar had given a brief resume of the rural 
medical work in Sevagram, the Board took up for consideration 
a draft scheme for maternity and child welfare training centres 
which was previously circulated to the members. After a 
lengthy discussion the scheme was adopted after various changes 
and amendments were made in the scheme. As finally adopted 
the principal features of the scheme may be summarised as 
follows: A maternity and child welfare training centre should 
serve villages in an area of five miles radius and/or a population 
of 15,000 to 20,000. Those selected for training should as far 
as possible come from villages. The training given should fit 
the candidate not only for midwifery work but also to be of 
some real nursing and medical assistance to village women and 
children when not engaged in maternity work. The idea was 
therefore to create a new type of village medical worker. 


As many as nine sub-committees were set up to report to 
the Board by the thirty-first of March on a variety of matters 
connected with the work of the Board. The first sub-committee 
was authorised to prepare a syllabus for a three months’ course 
in child welfare work; the second sub-committee was appointed 
to prepare the detailed syllabus for training village medical 
workers. <A third committee was asked to draw up the syllabus 
for training general nurses. The fourth sub-committee was set 
up to work out proposals for a balanced diet suited to villages. 
The fifth sub-committee was for the purpose of framing a 
scheme of work in regard to village sanitation and anti-malarial 

(Continued on page 180) 
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CLIMATE AND LABOUR—by W. Burridge, Published by 
Kitabistan, Allahabad. First Publication, 1944, Price 
Rs. 5/4|-. 

In this booklet of 167 pages, the author describes in plain 
and simple language the relation between climate and labour. 
At the outset he discusses lucidly how men become inured to 
heat and what mechanisms are involved. Then he develops, 
on physiological considerations, his main thesis, ‘The Indian 
workman is what he is, not only because he can be what he is 
but also because he must be what he is, ........ “The vast 
majority of the population of India are incapable of any hard 
labour under the climatic conditions prevalent here. The latter 
are such as to fit man to follow rather than to lead”. (We 
wretched Indians are ruled over by foreigner not only because 
we can be ruled but also because we must be ruled! So is our 
geographic physiology! Only if our politicians knew -a bit 
oi this!) 

While stressing the importance of study of local physio- 
logical conditions, he incidentally makes a very true though 
somewhat unpleasant remark: “Not the least of the troubles 
of Indian, so it appears to me, is that too many people have 
come to India from West to teach, but not to learn. They 
teach from books that come from the West, and if they find 
anything here different from the standards laid down in their 
text-books the tendency seems to be conclude that the local 
standards are wrong.” 


The essay is replete with many a wise and witty re- 
mark and the style is attractive. The junior student of 
physiology and the inquisitive lay public (for whom the book 
seems to have been written particularly) will certainly reap 
benefit by a perusal of this little book. 


Himansu Kumar Roy. 


THE TRIDOSA SIDDHANTA—by Dr. A. Lakshmi Pathi, 
B.A., M.B., CM. Bhisagratna. An address delivered to the 
Tenth Andhra Provincial Medical Conference, Guntur, the 
27th November, 1943, page 44, Price -|8|- annas eight only. 

Dr. Lakshmi Pathi an erudite scholar of both Ayurveda & 
of modern medical science and an ex-president of All-India 

Ayurveda Conference has very appropriately approached the 

subject in his address before the Guntur Conference. We 

cordially welcome such literature in these days of regeneration 
of Ayurveda. 


A great amount of enthusiasm has recently been provoked 
in order to interpret the great doctrine of Tridhaatu, com- 
monly termed Tridosa, the fundamental basis of Ayurveda. 
The Tridosa doctrine is before the world for at least 4500 years 
but it is only about 40 years that differential opinion has 
evolved regarding the interpretation of Tridosa. The Tridosa 
doctorine is described in the original samhitas not in a syste- 
matic way but scattered throughout the treaties. When the 
original Agnivasa Sanghita (2500 B.C.) had to be redacted 
by Caraka (first century A.D.) and the Susrata Samhita 
(2100 B.C.) by Nagarjuna, (third century B.C.) the redactors 
did not think it necessary to describe Tridosa in systematic 
way. The same condition is also found during the age of com- 
pilers starting from Bhagbata (second century A.D.) to 
Madhava (seventh century A.D.). Even the age of commenta- 
tors from Cakrapani (eleventh century A.D.) to Gangadhar 


(nineteenth century A.D.) there had been elaborate commenta- 
tion of not only the original Samhitas but also of the com- 
pilation in which every word of the Ayurvedic literature have 
been commented upon but none of them found it necessary to 
compile or comment on Tridosa Theory itself, as has become 
necessary in our own days. Thus we find during the period 
of 4500 years from Agnivasa to Gangadhar there had been no 
occasion to dispute or comment on Tridosa. During the early 
part of this century different authorities commenced to inter- 
pret Tridosa in different ways and more and more confusion 
came to be evolved. This led to series of Tridosa Charcha 
Parisath at Panvel in 1928, at Benares in 1933 and in Bezwada 
in 1944. The problem remains as unsolved as ever. 


The Tridhaatu Siddhanta as described by Dr. Lakshmi 
Pathi, the right person, has thus come at right time and the 
contents have been able to advance our knowledge a long way. 
The above pamphlet contains three parts; the first part dealing 
with description of Tridosa, the second one dealing with con- 
clusions and the third part a review of Dr. D. N. Banerjee’s 
summary of an article published in the Journal of the Indian 
Medical Association January, 1943. The author has given 
from Ayurvedic standard a very adequate description of the 
body constituent or deha dhatus, which are 13 in number. 
These thirteen deha dhatus include the Tridosa which the 
author has taken as nutrients, 7 dhatus which represent tissues 
and three malas, the debris or metabolic wastes of the body. 
The human body according to the author thus consists of the 
incoming nutrients, the stationary tissues and outgoing debris. 
How the Tridhatus are derived at birth from the food of the 
mother and daily replenished from childhood by the food taken 
by self have been claborately dealt with. Great pains have 
been taken in describing Tridhaatu as considered physically, 
bio-chemically, physiologically, psychologically, pathologically 
and chemically. Though the opinion expressed by the author 
regarding Tridhaatu has not the universal approval, and in 
fact none out of several dozens of different opinion on 
Tridosa as existing at the present moment has univer- 
sal acceptance, yet the arguments contained therein 
are quite rational. The whole subject has been dealt with very 
efficiently and this is an address delivered before an audience 
well versed in modern medical science rather than of Ayurveda. 
The reader will be greatly benefited and will be able to get 
a good glimpse of the “Great Tridosa Doctrine of Ayurveda.” 


D. N. BANERJEE 


CASUALTY WORK FOR ADVANCED FIRST-AID 
STUDENTS—by A. W..Macquarrie. Published by E. S. 
Livingstone, 16 & 17 Teviot Place, Edinburgh. Price 6d. 
Pp. 231+-XX. 


This little handbook on first-aid is a distinct advance on 
the St. Johns’ handbook. It consists of seven chapters 
dealing with examination and diagnosis, wounds, hysteria and 
shock, hemorrhage, asphyxia, the unconscious patient, and 
transport. It will be scen that minor accidents have been ex- 
cluded from the book and as such the book remains a supple- 
ment to other standard text books. It has been a moot 
question, how much theory and how much practice should 
be included in a handbook on first-aid. This hand- 
book suffers from too much theoretical consideration 
but balances this with practical notes on examinations and sub- 
jects like panic which are not treated in ordinary text-books on 
First-aid. 

G. Moyumpar, 


id 
3. 
\. 
hi 
in 
‘d, 
as 
V. 
rs. 
ry, 
r). 
vil 
nt, 
ng 
nd 
Sir 
wo 
cal 
hat 
the 
the 
ta 
be 
as. 
be 
ain 
it. 
iral 
‘ion 
tres 
Pa 
ted 
as 
tion 
1 fit 
of 
and 
was 
to 
tters 
ittee 
urse 
inted 
dical 
abus 
s set 
ages. 
4 


JOURNAL 
I, M.A. 

‘SEVA’—by Kaviraj Bindumadhav Bhattacharya; published 
by Shri Radhe Shyam Khanna, Muanath Bhajan, Azam- 
garh. Ordinary edition Rs. 2|-. 


In recent years nursing has been recognised as an im- 
portant profession for women in India. The art and practice 
of nursing, as followed in the west, are mainly in the hands of 
foreign women. Besides, these women, Anglo-Indian included, 
cannot get away from the idea that they serve an inferior race. 
Their number is inadequate for the vast population, especially 
those inhabiting rural areas; they are exclusively attached to 
hospitals in large towns and those of Medical Schools and 
Colleges. Sick nursing in the middle class and poorer homes 
is done by untrained women of the household. Mothers, wives, 
sisters and widowed relations of whom there are always a few 
in every joint family take upon themselves the task of looking 
after the sick person; if there are not enough women in the 
house it is shared by the menfolk. These men and women are 
amateur nurses at best and the majority of them is ignorant of 
the elementary principles of nursing. Trained nurses are not 
popular for three reasons; first, economic reason, few house- 
holders can meet their daily charges; secondly messing 
about or touching by a strange woman of unknown origin 
is considered objectionable; thirdly, complete reliance is 
not placed in the quality of work of a paid woman. Wet 
nursing or attendance in the lying-in room is in charge oi 
women of low caste drawn irom a family of which every 
woman born becomes a Vai. he question of untouchability 
does not arise as the mother confined with the baby is equally 
untouchable and under the strict vigilance of the grand mother 
or the senior woman of the house, contamination by invisible 
impurity cannot spread from the lying-in room to the rest of 
it. It is a good sign that Maternity Centres have undertaken 
to train these Dais. The multiplication of these Centres will, 
in time, bring skilled nursing aid within easy reach of ex- 
pectant mothers in towns and villages. 


The problem of care of the sick by trained nurses has yet 
to be solved. As has been said before, only those who are 
admitted to hospitals of large towns receive the benefit of the 
services of professional sick attendants. The vast majority oi 
people is unwilling to go into hospital for reasons which need 
not be discussed here, and these are left unattended by trained 
nurses. For a long time to come the sick will have to be 
attended by the women of the house. They can turn to the 
‘Seva’ for practical guidance. It will teach them modern 
nursing and make them efficient sick attendants. It was 
originally written by Kaviraj Bindumadhavy Bhattacharya, a 
well known Vaidya of Benares, in Sanskrit, and it has since 
been translated by him into Hindi at the request of his 
friends in the United Provinces. Although the book has the 
merit of having a background of the Ayurveda, it reads like 
a book on modern nursing. Chapters and verses have been 
quoted to give it the stamp of authenticity that the teachings 
are borrowed from this ancient system. The essential quali- 
fication and duties of a nurse are enumerated. The structure 
and functions of important organs are outlined. The im- 
portance of fresh air and sunlight is stressed. The value of 
observation by other methods than merely feeling the pulse is 
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impressed on the reader. We are told that the modern 
stethoscope had its origin in an instrument called the ‘Akarnan 
Yantra’ and the usefulness of observation by its means is con- 
vincingly demonstrated. The use of a clinical thermometer is 
explained in simple language. The importance of temperature 
chart and records of other clinical observations receives due 
attention. The question of equiping the sick room is dis- 
cussed. The harm done by withholding water from fever 
cases by a certain class of practitioners is pointed out in 
strong terms. Invalid cookery is dealt with at length and the 
variety of food suggested permits an easy choice to be made 
ior suitable cases. Expectant mothers and their babies are not 
neglected. The author has done great service by condemning 
thoughtlessness of visitors when they indulge in incautious 
talks within the earshot of a patient lying seriously ill. 

This book should be put in the hands of every Hindi 
speaking literate woman and is worthy to be a recognised text- 
book on Nursing. The importance of the book does not end 
here. It demonstrates the possibility that a new perspective, 
given an old back-ground, will not necessarily make the 
whole picture incongruous. Modern teaching to be made 
acceptable by an orthodox community should convince it that 
it is not entirely foreign members of the medical profession 
and the larger majority of the lay public, which it serves, 
should seriously consider whether the medium of instruction will 
forever remain English. It is time to cast off the spell oi 
prejudice that Medicine, or Universal Medicine as it has now 
come to be called cannot be taught in the spoken languages oi 
the country. Spade work has to be done without delay; great 
labour will lie ahead but let there be no sense of frustration 
with the example of other countries before us. After having 
accomplished this task the next step should be unification of 
diverse systems which is essential for the welfare of the commu- 
nity. Those responsible for post-war reforms should adopt 
efficiency as their watch-word and not cheapness. 


S. K. CHaupHURI. 
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work, The sixth sub-committee was authorised to suggest 
cheap remedies available for village medical work. The 
seventh sub-committee was authorised to prepare a syllabus of 
the courses for health visitors and sanitary inspectors suitable 
for village conditions. The eighth sub-committee was autho- 
rised to prepare pamphlets for publication on the maintenance 
of normal health and regarding the various habits of the people 
affecting health. The ninth sub-committee consisting of three 
of the members of the Board was authorised to get into touch 
with various missionary organisations already doing rural 
medical work with a view to obtaining the data of their ex- 
perience and to find out how far they could be utilised to train 
workers under the Board. 

Mahatma Gandhi who attended the sitting of the Board 
spoke to the members for a few minutes emphasising the need 
for various schools of medicine to evolve a common plan of 
village medical relief. The next-meeting of the Board was 
fixed for the first week of May in Bombay. 
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The following is an extract of the Presidential Address 
delivered by Dr. P. Gurumurti of Rajahmundry at the 
XI Andhra Medical Conference held at Cocanada on 25-11-44. 


Pusric HEALTH 


The Health of the people in our towns and villages has 
never been satisfactory. The strain superimposed by war 
conditions proved to be the last straw on the camel’s back. 
The result is epidemics—epidemics of cholera, or plague, of 
malaria and of the ubiquitous scabies and the prevalance of a 
number of deficiency diseases. Modern science has not helped 
us to the extent it could. The existing health conditions are 
resulting in a wastage of potentially human material and en- 
feeblement of human effort. We have to recognize that happy, 
healthy, people are the most valuable things, a country can 
possess” (Ruskin). In the language of a banker, a healthy 
and happy man is an asset to his community and a sick man a 
liability. 

Prevention—We, the members of medical profession should 
note that we are the “first line of defence against ill-health” 
and that an ounce of prevention is worth a pound of cure. 
“We have been too much occupied with salvage work and 
not sufficiently with the great work of creating conditions, in 
which a population can flourish.” We must “perceive that 
those very conditions which, if maintained, will prevent disease, 
will also cure it, unless it is progressed too far.” (Percy Hall). 
Let us remember the wise words of Osler that “the final goal 
of medicine is prevention and that there is no use of putting 
drugs of which we know little, into a body, of which we know 
less.” The title Doctor means a Teacher. The Doctor’s 
supreme duty is to teach the people the real meaning of disease, 
its causes, prevention, and natural cure. (Percy Hall). 
Medical men are ministers of Health and there can be little 
doubt that the help they may give in diffusing knowledge of 
the laws of health will be more potent for the public good than 
all the acts of the Parliament bearing on the subject 
(Newsholme). 

I want you, Gentlemen, just to ponder over and see whether 
we have been able to cure all diseases. “We seldom cure; 
we relieve sometimes ; and we comfort and encourage a patient 
very often.” No doubt medicine has made rapid strides during 
the last 50 years. With all that, have we been able to cure all 
diseases ? 

A very large proportion of total sickness, which troubles us 
is epidemics. Are they really treated? Think of plague. Are 
we able to subdue it? Think of cholera, are we able to cure it? 
Think of small-pox, of ophthalmia neonatorum, of trachoma 
and many others,—are we able to cure them? Gentlemen, it is 
evident that preventive methods only play a very important role. 

Our PEOPLE 

Our country is steeped in superstition, selfishness and 
ignorance. England was in a similar condition, a century back. 
In 1853 an influential religious body waited upon the Prime 
Minister, Lord Palmerstone to arrange for a national fast to 
prevent the invasion of Asiatic cholera. He advised them to 
“go home and arrange for the removal of all filth accumula- 
tions and take every sanitary step, that was possible, after which, 
the question of a day of fasting might be considered.” 

Again “there is also the inherent self-centred attitude of 
most of us, our altruism but seldom surpassing that of the 
couple, in the doggerel,” 


“God bless me and my wife, rs nt 
Our John and his wife, 
Us four and no more. Amen. 


We have failed to realize that the kingdom of God is within 
us and is best defined as the union of all, who love, in the 
service of all who suffer.” 

Again it is the ignorance of the many that makes them live 
unhygienic lives and in their folly, endanger the lives of others. 
It is therefore our duty to awaken our people culturally, morally, 
socially, spiritually and finally to rouse civic consciousness. 
Every one of us should become a John—the Baptist, to awaken 
sleepers and to cry aloud our message, even though it be for a 
while a cry in the wilderness, and a Peter—the Hermit, to carry 
on a crusade against ill-health. 

Every one of us should become a Health Officer of and 
Health Instructor to the families under our care. Let us 
remember “Dr. Edward Jenner, the Naturalist and the modest 
village physician, who is the father of modern medicine and the 
symbol of the close connection which exists between the preven- 
tive and the practical medicine.” 


” 


HEALTH RETURNS 


A reference to the Health returns of this Province will 
reveal the harrowing tale of woe. The annual toll of human 
life and misery is alarming. These returns cannot be said to 
be accurate. In the villages, the registration of deaths and 
births is left in the hands of village Headmen who are in no 
sense competent to handle this work. It was shown that 27% 
of the deaths are from “fevers” and 53% from all other causes” 
Registration is intended to help us to trace the source of 
infection, and to enable those concerned to investigate into the 
matter. This sort of return serves no purpose. It is hoped 
that this important work will be entrusted to the Village Medi- 
cal Officer who is in the throes of birth. Proper classification 
will be of use to salve many problems. Even as it is, let us 
examine the conditions of health in our province. Thousands 
died of preventable diseases like cholera, small-pox, plague, 
diarrhcea and dysentery and maternal causes. The weekly 
reports published week after week by the Director of Public 
Health reveal the same sad tale. Surely much of the suffering 
and misery due to bad sanitation and malnutrition could have 
been avoided, only, if care was taken to improve the personal 
and .communal hygiene and the food condition of the people. 

Apart from these diseases there are other enemies in retreat, in 
lurch, waiting to pounce upon us and strike us in an insidious 
manner, the most important being Tuberculosis. 


Our Foop 

Rice—-The average protein content of rice varies from 7 
to 11 per cent and is smaller than that contained in cereals. 
But its protein is higly nutritious and has a high caloric and 
biological value than that of wheat. It contains all the essential 
aminoacids. In its general amino make up it has been com- 
pared to the proteins of meat, milk and saya beans. For the 
maintenance of nitrogen equilibrium, rice protein is superior 
to wheat protein and appears as efficient as animal proteins. 
It was found that the average biological value of the mixed 
proteins of a diet composed of rice, pulse, and vegetables was 
75.. When wheat was substituted for rice the value fell to 66. 
Rice is deficient in calcium and phosphorus. But the coloured 
and coarse grained rices generally contain larger amounts of 
proteins and materials, particularly calcium, phosphorus and 
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iron than the so called fine varieties, as the coloured varieties 
contain thicker layers of bran. It contains more water than a 
quantity of wheat of equal caloric value, but the water 
content may be advantageous in tropical climate. Parboiled rice 
has a high antineuritic and nutritive value. Unmilled rice is 
richer than milled rice and should be eaten in small quantities. 
Repeated washings before cooking and the throwing of water 
after cooking are wasteful. They reduce vitamin B, and 
nicotinic acid content by about 50%. “It has been found that 
the gastric acidity of rice-eating Indians is higher than that of 
the meat-eating Europeans, and, that rice produces acid reaction 
in intestines while wheat causes alkaline reaction.” It is said 
that there is no food crop of comparable nutritional value 
which can approach rice in its suitability as a food for man in 
the character and proportion of its ingredients.” 

Millets, it is said, would be of use to supplement the 
deficiency in rice. Good food is necessary for the producer as 
well as to the consumer. Perhaps the producer requires greater 
care and attention. The experiments of Dr. Alexis Carrel 
who was awarded Nobel Prize proved that with suitable food 
and efficient drainage the cells can live indefinitely. The ex- 
periences of Major General, Sir Robert Mc. Carrison, I. M. S., 
in Himalayas and of Dr. Ernest H. Tipper in West Africa 
proved that the diseases of civilisation—dyspepsia, gastric and 
duodenal ulcer, appendicitis and mucous colitis and cancer, 
were not found in those vigorous races living under natural 
conditions. It was also proved that to the extent to which they 
are influenced by the diet and habits of civilisation to that 
extent their health deteriorated. It was also proved that death 
and disease may be reduced and that health, vitality and free- 
dom from disease can be improved by approximating the habits 
and diet to that eaten by native races. Self-poisoning takes 
place in civilized individuals laying the foundations of ill-health 
and disease. The experiments of Dr. Corry Mann show that 
the addition of milk to the diet of growing youths increases the 
vigour, height and weight. It was also proved that a diet of 
home-pounded rice, dal prefeably green gram—which contains 
proteins superior in biological value to those contained in len- 
tils, and, which has power of supporting growth, and, which may 
be given during convalesence also and, which forms better 
supplementary relation with rice than lentils and vegetables, 
with a small quantity of milk is almost unassailable from the 
point of view of modern ideas of nutrition. (Basu) 

The experiments by Dr. Hinhede, a famous physiologist of 
Denmark proved that roughage has a beneficial effect on, 
digestion and absolutely essential to perfect health. The ex- 
perience of Dr. J. H. Kellogg (great American Physiologist) 
confirmed by other physiologists shows that non-vegetarian 
diet is positively harmful and leads to a multitude of diseases 
and that there is nothing necessary or desirable for human 
nutrition to be found in flesh or meat food, which is not found 
in and derived from, vegetable products.” 


Supplies in pre-war: 
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Dr. J. H. P. Paton tells us that sugar brings about meta- 
bolic toxins, causes eye troubles, disorders of carbohydrate 
metabolism and decay of teeth. 

Knowledge of these and others concerning health, has to 
be diffused among the people. Let us play our part and leave 
the rest to God and His sole and responsible agent—the 
Government. 

The Government should recognize that “every citizen has 
a birth right to good health. The Government should recog- 
nize that “the Nation’s health and prosperity do not depend 
upon money, nor on the dominions it posseses but upon the 
Health of the people” and that Public Health is an economic 
necessity, and that epidemics are a vital concern and that sick- 
ness costs the State very much. “No Goverament can claim 
itself to be civilized which allows the periodical decimations 
of its people by disease which it is in their power to abolish.” 
Public Health is a fundamental function of the State. Public 
Health and physical fitness are unceasingly important both in 
times of war and peace for, after all, times of peace seem to be 
only periods of preparation of war. “Expenditure on Public 
Health besides yielding an immense return in human happiness 
is bound to produce great economic advantages. There are 
few directions offering such opportunities for profitable invest- 
ment on the part of the state.” (Whitley Commission). 

India spends only 3-4°% of its revenues on Medical protec- 
tion while England spends 22-7°% of its revenues for it. In all 
countries every individual is attended to from the cradle to the 
grave. He is given necessary medical relief and_ financial 
succour. In U.S.A. health protection begins at birth. In 
recent years more than half of the babies of the U.S.A. have 
been born in Hospitals where they receive the best care Science 
can provide. Mortality of babies, less than one month old, 
declined from 44-4 per 1000 in 1915 to 28-8 in 1940. Measures 
to protect children from diseases are sanitary control of milk 
and water, and inoculation to guard against typhoid fever and 
diphtheria. Compulsory vaccination has virtually wiped out 
small-pox. Many clinics and hospitals offer medical care free 
or below cost. 

Even during the stress and strain of the War. England 
has been striving her best to keep her people fit. More food is 
made available and the standard of diet is also improved. The 
British Government spent £205-8 million in 1943 in subsidis- 
ing the sale of essential articles at low rates. In other coun- 
tries like Latin America arrangements are made for feeding the 
low income groups free or at a low cost. 


Foop ConsuMPTION LEVELS 


A survey of comparative food consumption in Great Britain, 
Canada and the United States has recently been published 
by the British Ministry of Food on behalf of the combined 
Food Board of the three countries. It is based on a thorough 
study of the changes during the War in the types of food con- 


Supplies in_ 1943: 


| U.S.A. Canada 
1. Milk and Milk products ex- 
cluding butter. Total milk 
solids (fat & non-fat) . 54-6 
2. Potatoes 142-7 191-7 
3. Leafy green yellow 
4. Other vegetables 62:3 34-0 
5. Grain products .. . 200-7 206-9 


U.K. | LU.S.A. Canada ULK. | 
38-3 64-3 49-2 
177-0 155-1 205-1 255-8 
99-3 93-4 43-2 132-7 
48-6 65-4 32-8 64-4 
211-0 201-2 “215-4 247-4 
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sumed in each country. The detailed figures arrived at are 
estimates of average consumption per head and therefore they 
cannot state differences in consumption at different income 
levels in the three countries. The changes in the individual 
groups of food stuffs are given in the adjoining table: 


ESTIMATED SUPPLIES MOVING INTO CIVILIAN CONSUMPTION 
(lb. per head per year) 

Food stuffs like meats, poultry, eggs, oils, sugars, pulses, 
nuts, tomatoes and beverages (amounting to about 249 Ibs. per 
head in U. K.) are omitted from the list. 

“In India, in a normal season, the food stuffs of every 
kind available for daily human consumption average only 1-2 Ibs. 
per head or 380 Ibs. a year” (Joad). 


Prices of some of the food stuffs are roughly as follows: 


India. Britain. 

Rs. A. P. Rs. A. P. 

Bread 0—8—0 0—2— 0 
Sugar 0—4I—0 0—3— 7 
Potato 0—3—0 0—0—10 


Comment is needless. 


Foop Pronuction 


The economic condition of the people has to be improved. 
Improvements to Land, to Agriculture and to Industry have to 
be effected; methods of crop planning have to be adopted so as 
to enable people to provide themselves with adequate and 
balanced diets—“failing which, the State must pay through its 
medical and social services.” 


Dr. W. R. Aykroyd is of opinion that an increase of 15 to 
20% in cereal production, 15 to 23% of pulse production, 10 to 
20°, in sugar supplies 100° in vegetables, 200° in the produc- 
tion of vegetable fats, 100° in milk supply and 100% in fish 
supply are needed to meet the nutritional requirements of the 
country and that an attack on mal-nutrition is an essential part 
of the broader campaign to ameliorate conditions of life in Tndia. 


VILLAGE SANITATION 


The very idea of a village brings back to mind filth and 
misery. “Instead of having graceful hamlets dotting the land, 
we have dung-heaps. The approach to many villages is not 
a refreshing experience. Often one would like to shut one’s 
eyes and stuff one’s nose, such is the surrounding dirt and 
offending smell.” With dark ill-ventilated houses, very often 
with a cess-pool attached to each—the majority of the people 
living in huts which admit no air or ventilation, with agricul- 
ture extending up to the thresholds of the houses, with back 
yards full of rubbish and refuse, with the dusty streets strewn 
with garbage of every description, with a common tank for 
man and beast,—if a water source is available—both for washing 
and drinking purposes, or with a well having no parapet 
wall or cement platform, the used and spill water percolating 
into the well or wending its way through the streets form- 
ing puddles and pools, the pigs happily wallowing therein with 
the smell, emanating therefrom, stinking to heaven, with primi- 
tive or absolutely no system of latrines—the people soiling 
allround, with no method of removal of rubbish, with no high 
ways connecting it with the outside World, our villages are 
replicas of hell on earth. “A sense of national or social sanita- 
tion is not a virtue among us. We may take a kind of a bath 
but we do not mind dirtying the well or the tank or the river 
by whose side or in which we perform ablutions. This defect 
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is a great vice which is responsible for the disgraceful state of 
our villages and the sacred banks of the sacred rivers and for 
the diseases that spring from insanitation. These have to be 
made fit for human habitation. All the amenities have to be 
provided for them. Most of our towns are no better now. All 
the vices present in the villages are equally existing in towns. 
In addition, the open drains with their perennial flow of sullage 
water are causing considerable nuisance and damange to health. 
One is reminded of Swift’s poem: 


“Now from all parts the swelling kennels flow 
And bear their trophies with them as they go 
Filth of all hues and odours seems to tell 
What streets they sailed from, by their sight or smell 
Sweepings from butchers’ stalls, dung, guts and blood 
Drowned puppies, stinking sprats, all drenched in mud 
Dead cats and turnip-tops come tumbling down the 
flood. 

Rules of health and hygiene have to be dinned into people's 
ears. 

Public Health is, today, being administered by two 
departments. This dichotomy is neither useful nor necessary. 
Public Health should be under centralized control and decentra- 
lized activity. Decentralization was easy but was not effective. 
There should be a Public Health Ministry with a medical man 
at its head, assisted by the necessary medical staff to assist him 
in various branches. Unless an Andhra Province is carved 
out, Public Health cannot be administered as efficiently and 
effectively as it could be for obvious reasons. 


MeEpIcAt COLLEGES 


The number of medical colleges we have to-day cannot 
train the number needed. More have to be opened. For the time 
being, one may be opened at Guntur, where there are build- 
ings constructed for the medical school, and, another at some 
convenient centre in Ravalaseema. How I wish the Zamindars, 
the Rajas and the Maharaja would continue to cultivate their 
ancestral privilege of giving and endowing and establish at least 
one medical college in the Province instead of leaving medical 
education entirely in the hands of the Government. 


ADMISSION MEDICAL COLLEGES 


Adimission is restricted into the Colleges on some flimsy 
grounds. Very bright boys also are denied admission. Sons 
of Doctors, who can keep continuity and reduce the expenditure 
incurred by the Government in the relief of the sick, are also 
denied admission. The fact that tradition and environment 
have something to do in shaping one’s career should not be 
overlooked or forgotten. Admission should be open to those 
who have scientific enthusiasm more than professional ambi- 
tion. The student should have good literary. standards general 
knowledge, knowledge of languages and interest in problems 
outside his own necessary sciences. “A more careful selection 
of recruits for medicine will surely become necessary. . It is 
necessary to discover the type of boy or girl who is most likely 
to make a good student of medical sciences and to find a voca- 
tion in medicine and also of eliminating the unsuitable. Advice 
in respect of this selection should be among the more responsi- 
ble duties of science masters and head masters and deans of 
medical schools.” 

The poor man has no chance to become a medical man. 
With the closing down of the medical schools and the scholar- 
ship then awarded, the door to medicine was slammed, bolted 
and barred against the poor man. Thus “those with ability 
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are lost to medicine.” Poverty is a crime! “It is possible 
notably in Scotland for a student with talent but no financial 
support to become a medical man.” Something has to be done 
to rope in the talented poor. There is no provision for the 
teaching of ‘Natural Science in some colleges. The Govt. Arts 
College at Rajahmundry is one such. This debars the poor 
boy from medicine at the very inception. The I.Sc. Examina- 
tion of the Andhra University is not recognized by the Bombay 
University. There is again interprovincial trouble. Madras 
was admitting students from the neighbouring states and pro- 
vinces when they had no colleges of their own. Even they 
deny admission to our boys to-day! There is another matter 
that should engage our attention, “The students are cut off 
completely in the formative period of their lives from broad 
and economic conditions.” They are brought up in an atmos- 
phere of high living and this has its own inevitable repercu- 
ssions on the young mind. Plain living and high thinking 
have to be inculcated. 


Mepicat EpucaTion 


T am not competent, I feel, to speak on the subject. I am 
conscious of my limitations. There has been a controversy 
going on in the medical and lay press for over 10 years. L 
therefore, venture to talk about the subject. The adage that 
“Life is short and Art is long” seems to me to apply to this 
case aptly. It is, therefore, necessary for those competent to 
consider and effect changes, if any. It is said by competent 
authorities that the present Education is didactic and analy- 
tical that the curriculum is over-loaded, that there is a waste 
of time and effort, that it is too much theoretical and not practi- 
cal, that clinical sense is neglected and that it reached the 
limits of human endurance and that the object should be the 
grasp of essential and basic principles and ideas, details to be 
garnered later on. I quote below the opinions of some noted 
doctors and others :— 

Anatomy and Physioloay:—In the study of these subjects 
too many demands are made on the student. 9/10 of the dis- 
sections were an absolute waste.—Soutter. 

“There is overcrowding of curriculum. The present educa- 
tion is didatic and analytical. The present system of teaching 
Anatomy and Physiology has necessitated a system of cramming. 
In Anatomy, Physiology and allied subjects, essentials have 
to be taught and developed along on observational lines.”— 
RYLE. 

“Every practitioner should have an accurate knowledge of 
anatomy, especially, functional anatomy. But, that any one 
except a surgical specialist, should be compelled to waste 2 
or 2% years, clogging his memory with the names of every 
minute branch of artery and nerve in the body is just stupid. 
—Times Educational Supplement. 

Dr. N. V. Van Etten, President, American Medical Asso- 
ciation advocated a new system “omitting all frills and specialist 
teaching in the present system.” 

Sir Walter Langdon approved the statement of Dr. Soutter 
that “the medical curriculum has reached the limit of human 
endurance.” “A good deal of time may be saved without 
essential loss.”—British Medical Journal. 

“It is possible, as an emergency measure, to reduce the 
period of study in the medical colleges without affecting either 
the efficiency or the existing curriculum.”—Govindan Nair. 

The commitee of the British Medical Association is for 
lightening of the curriculum by cutting out the number of 
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unnecessary instruction and work in the preliminary subjects 
—Anatomy, Physiology, Bacteriology. 

Drs. Wilke, Chalmers Watson and the Lancet are of opinion 
that a change is necessary. 

Materia Medica:—The teaching is said to represent 
another waste of energy. “To be able to identify, by sight, the 
leaves and roots is not so important, as to be able to know the 
ways to make a patient more comfortable.” 

Late Dr. M. L. Kamath used to say that a lot of drugs 
could safely be omitted from the Materia Medica. 

“Educationist” from Vizagapatam writing in the Journal 
of I.M.A. also suggested that the studies in Anatomy and 
Physiology may be deloaded.” 

The Vizagapatam Branch of the I.M.A. also suggested in 
its memorandum submitted to the Health Survey Develop- 
ment Committee that “the courses in these subjects may be 
advantageously reduced to 18 months.” It further said “the 
length of the curriculum can be reduced to 5 years if Inter 
Science is the minimum qualification for admission.” The 
Science subjects now taught in the Pre-Registration course 
may be taught in the I.Sc. class. 

The time thus gained may be utilised for a course of 
apprenticeship under an able and experienced general practi- 
tioner. 


SENSE 


A more general course less over laden with instruction of 
a specialised nature and providing for more human contact, 
with sick people of their home conditions, would fit the medical 
graduate of to-day better, for the work of a general practitioner. 
Indeed an insight into the General Practice during some part 
of the curriculum would be no bad thing—Sir Arthur 
Macnalty. 

There is a growing tendency to rely upon laboratory and 
auxiliary reports for diagnosis. A former chief, to whose 
clinical teachings, I am for ever indebted, was wont to 
picture the modern graduate of medicine, when summoned to 
an urgent call driving up to a patient’s house followed by a 
pantechnicon containing a fully equipped x-ray installation 
and a laboratory with a staff of assistants. Without these aids 
the future doctor would be unable to formulate a diagnosis. 
The history and the physical methods of examination must 
always remain the main channels by which a diagnosis is 
made.—Hamilton Bailey. 

“The wards are the greatest of all research laboratories. 
—Henry Wade. 

“The development and training of special senses gives 
us surprising results in arriving at a correct diagnosis without 
the aid of extraneous means.—Rathnakar. 

The Medical Education of the future shall provide a better 
science and general training for the student and ensure a 
more organised and integrated approach to the clinical sub- 
jects and in place of accumulation of memorised but poorly 
correlated detail a wider appreciation of first principles, and 
to develop a breed of doctors better blessed with humanity 
and judgment, with simultaneous gain, rather than loss, to 
their scientific sense. The discipline of the clinic is amongst 
the finest of all disciplines. It trains the senses, teaches the 
value and use of evidence, exercises the logical faculty and 
requires the frequent balancing or correction of one method 
by another and maintains the spirit of enquiry and compels 
humility. A majority trust too little to their senses and too 
much to extraneous aids, which are ready at hand, He is not 
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able to base his diagnosis on the evidence he has elicited, though 
it is sufficient. He is seeking for other assistance. He must 
be helped to come into his own again. The Practice, for pur- 
poses of expedition of instituting multiple investigations, soon 
after admission has encouraged a faulty approach to proper 
sequence of symptom analysis. He should spend good time 
in medical wards and carry systematic examination of the 
case as a whole, with the use of the special instruments . . 
auroscope, laryngoscope, sigmoidoscope, sphygmomanometer. 
Methods of clinical laboratory should be taught and used in 
association with direct bed-side methods.—Ryle. 

“The Education of the senses neglected, all aiter-education 
partakes of a drowsiness, a haziness, an insufficiency which 
it is impossible to cure. Indeed, if we consider it we shall 
find that exhaustive observation is an element in all great 
success.”—Herbert Spencer. 

“Education is not dissemination of book theories. It 
must be realistic and practical and make people fit for action. 

The medical curriculum is so arranged that the student 
arrives in the wards having as yet no acquaintance with the 
human body as a living anatomical and physiological unit. 
Of dissections and of histological structure he has had the 
opportunity of learning a great deal, but he generally knows 
nothing of contours, complexion, attitude and movement. Even 
questions of stature and weight are new to him and the normal 
gait has rarely been the subject of even a demonstration.— 
Horder and Gow. 

“Although he is supposed to have completed a study of the 
normal, he knows little about growth in infancy or childhood, 
about the changes in such simple functions as the pulse and 
respiration between birth and adult life, about healthy babies 
or other milestones of natural developments.—Ryle. 


In view of the fact that the majority of our practitioners 
have to settle in remote corners where these extraneous aids 
will not be available, it is necessary that they should cultivate 
the clinical sense necessary for a good general practitioner. 


SocrAL MEDICINE 


Special attention has to be paid to much broader social 
science, psychological medicine, pediatrics, tropical, venereal 
and skin diseases. 

A course of lectures on the lives of great doctors will 
be considerable use in moulding the character of students and 
in helping them to make their lives sublime. 


MaprAs MEDICAL COMMITTEE 


We are told that the proposals made by the local education 
committee for the immediate expansion of Medical Education 
were under the consideration of the Government. The details 
of the proposals are not available. The Government propose to 
open a New Medical College at Madura with 75 seats and to 
increase the number of seats in the existing colleges. If as 
they say, facilities are not available to open new colleges else- 
where such facilities have to be created and more colleges have 
to be opened to meet the growing need for medical education 


and relief. ‘ 


THe MeEpIcAL COLLEGES 


Col. Huban, Surgeon-General with the Government oi 
Madras, is reported to have said, presiding over the Madras 
Medical College Day Celebrations “that both the staff and the 
students of the Medical Colleges were called upon at the pre- 
sent time, to face special difficulties, owing to abnormal condi- 
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tions which affected adversely their standard of efficiency and 
success at examinations. He was of the opinion that the 
probable cause for a decline in the percentage of passes during 
the past three years was overcrowding, deficient staff and the 
consequent lack of personal tuition and supervision, all directly 
due to conditions over which they had at present no control. 
He assured that proposals to improve these defects 
(lack of accommodation, shortage of staff and the inadequate 
provision of research) were already under consideration of the 
Government in case of the three college in the Presidency. 


Whatever be the circumstances, the standard of Medical 
keducation should not have been allowed to be affected or 
deteriorated, for, it not only affects the students’ efficiency but 
also the interests of the innocent people wha come under their 
care. It is hoped that the Government will soon make amends 
and better the situation. 


Tue MEDICAL CoUNCIL 


It is 10 years old. It has neither gained efficiency at home 
nor honour abroad. The Medical Schools are there and they 
are going on and new schools are being brought into existence. 
The Graduates of the Andhra University are not permitted to 
appear for the M.R.C.P. examination. If the Andhra Univer- 
sity and the Government just care to take a long and broad 
view and create necessary facilities for higher degrees this 
glamour for foreign degrees will soon vanish. The Indian 
Medical Council at its meeting held on 26-10-40 passed the 
following resolution: 


1. (a) Provision should be made for the maintenance of 
an All-India Medical Register by the Medical Council of India. 
(b) This Register should include the following two groups: 

(i) All persons who hold qualifications borne on the 
schedules to the I.M.C. Act of 1933. 

(ii) All persons who are practising the modern scientific 
system of Medicine in British India on the date the Register 
comes into force and possess qualifications granted on or 
before 31-12-41 by examining bodies in British India (other 
than the Universities) and whose names are on the Registers 
maintained by the Provincial Medical Council on that date.” 
What happened to the resolutioin is not known! It is more than 
3 years old. Perhaps barred by limitation! 

An Indian Pharmacopoeia is an urgent need. The Indian 
Medical Council may provide for the publication of pharma- 
copoeia like the British Medical Council which provides for the 
publication of British Pharmacopoeia. 


I. M. A. & A-I. M. L. A. 


Amalgamation of the two Associations is a desideratum— 
a long cherished and happy consummation, which should be 
striven for by the two bodies. There is a talk now and then 
but no sustained effort is made. There was a report in the 
Press that an attempt was made recently at Madras. The 
leaders of the two Associations should settle the matter which 
will add to the strength and reputation of the profession. 
When Russia and England with different creeds and policies 
could combine, should it be difficult for the two associations 
with similar aims and aspirations to combine in their own 
interests? 


Post GRADUATE COURSES 


It is a very happy augury that the Madras University is 
making arrangements under the able lead of its Vice-Chancellor 
Dr. Lakshmanaswami Mudaliar for post graduate courses and 
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refresher courses and for a degree in nursing. The Andhra 
University may well follow this lead. 

Refresher Classes:—The lecturers in the Andhra Medical 
College arranged very kindly for refresher classes some years 
back. The response was poor, and the arrangement fell through 
also, I understand, for want of encouragement from the autho- 
rities concerned. I humbly request the College authorities, on 
our behalf to kindly start the classes again in the interests of 
Medical Education. 


THe INDIAN MEbIcAL ASSOCIATION 


The number of members on rolls is not very encouraging. 
If it is to gain that status that it deserves, if its voice is to be 
heard in the counsels of the country, every one of the practi- 
tioners must be under its banner. In the United Kingdom 65% 
of the practitioners are on rolls. in England the majority are 
the members of the British Medical Association. There voices 
are felt. They are taken into confidence by the respective 
Governments. Join in large numbers. It will be in your own 
interests. One word about the ban imposed by the Madras 
Government. The Indian Medical Association, as such, has 
no politics composed as it is of men of various persuasions. 
All allopathic practitioners, whether members of the I. M. A. 
or not, can take part in the conference. As citizens interested 
in public weal it is not possible nor is it healthy, to isolate 
ourselves and be mere on-lookers, living in water-tight com- 
partments. The resolutions under which the Madras Govern- 
ment has taken action are quite innocuous and innocent. The 
resolutions simply begged the Government to do certain things, 
so as to ease the economic situation and the food condition in 
the country, in the interests of public health to which the 
Government is presumably wedded. To call this politics is 
nothing but mere subversion of things. Other Provincial 
Governments did not smell politics in these resolutions. Is it 
not strange that the Madras Government alone could see politics 
therein. It was told at Madras, long before these resolutions 
were adopted by the Conference that there was a move in this 
direction and that the D. M. O’s. were asked to revive the 
District Medical Associations. You know that there was not 
much love lost between the I. M. A. and the European I.M.S. 
Somehow it was a red rag to the bull. A pretext was only 


XI ANDHRA MEDICAL CONFERENCE 


Vol, ALV, Noo 
MAY, 1945 


wanted and herein was found a handy peg to hang on readily. 
Surely this is not the way to deal with a great professional and 
scientific association. All the more unwise is the ban on 
association with us even in scientific matters. To say the 
least, it is unethical. The Government has read something 
which is not found in their own Order. I, therefore, humbly 
request the Government to revoke the Order in the interests of 
medicine. 


THe Doctor 


The Doctor is now a tradesman. “He has a stake in 
sickness.” This is unsocial. “The interests of the patient and 
of the Doctor should be identical.” The competitive system 
has defects. It is costly. No individual Doctor can afford to 
have all the necessary machinery, laboratory and other equip- 
ment. Therefore the best professional knowledge and _ skill 
cannot be made available to the people by it. “There is room 
for some to capitalize upon the ignorance of the people. 1 
believe the number of such is small.” He may be soliloquizing 
“Where do [ come in? How much can I[ get out of this case? 
And operates on the principle “get all you can.” “Charge all 
the trafiic will bear.” “Get it honestly if you can; but get it.” 
All this is certainly not humane. Our work is very sacred 
that we could sincerely wish there were no values placed upon it 
in terms of gold or silver.” “Work is worship” and it should 
be done by one “Not like the hireling for his selfish gain” but 
as one doing God's Will as if it were his own.” “A sick man 
helped by thee, shall make thee strong. Thou shalt be served 
thyself by every sense of service which thou renderest. 
(E. B. 

We should do our work “to fulfill and accomplish the will 
and command of God. He that relieves another upon the bare 
suggestion and bowels of pity, doth not do this so much for his 
sake as for his own, for by compassion we make others misery 
our own and so by relieving them we relieve ourselves also. 
(Religio Medici) 

Gentlemen, we should remember that the patient has a 
mind, a body and a soul which act and interact. No one of 
these three becomes diseased without affecting the others. 
We should learn to view the human organism as a complete 
whole and to minister to its needs. 
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